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McLaughlin— THR AU MA — gives complete injury management 


Here is detailed specific help on management of ac- 
cidental injury in every area of the body—-from con- 
cussion of the brain to sprains of the ankle. This 


See SAUNDERS Advertisement on the next two pages 
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volume tells you just how to cope with shock, hemor- 
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Part I. GENERAL CONSIDERATIONS 
General Principles in Treatment of Trauma.... 32 
Infection & Antibacterial Agents in Trauma.... 69 


Part I. THE UPPER EXTREMITY 
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Part III], THE LOWER EXTREMITY 
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Injuries of the Knee and Thigh........................ 383 
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Low-Back Pain Due to Other Than 
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Injuries of the Intervertebral Dises.................. 639 
Part V. THE HEAD AND SPECIAL SENSES 
Injuries of the Skull and Brain........................ 651 
Injuries to Auditory Apparatus, Nose and 
Paranasal Sinuses, Larynx and Trachea........ 691 
Maxillofacial Injuries 715 


Fractures of the Mandible 


Edited by HARRISON L. McLAUGHLIN, M.D. 


Professor of Clinical Orthopedic Surgers, College of Physicians and 
Surgeons, Columbia University. 


With the Collaboration of these 19 Authorities 


Franz Altmann 
Frederick S. Craig 
Robt. H, E. Elliet, Jr. 
J. Vineent Flack 
Sawnie R. Gaston 
David V. Habif 
Maurice J. Hickey 
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Frederick W. Smith 
Thos. W. Stevenson, Jr. 
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794 pages, 65” x 10”, with 390 figures. About $18.00 
New—Ready Late May! 


Successful management measures —for injuries occurring from head to toe 


A New Book Ready Soon! 
MeLaughlin— 


TRAUMA 


In this comprehensive new work, Dr. McLaughlin and 19 
other authorities discuss every type of injury that is likely to 
be inflicted on the human organism. For each injury they 
give precise directions for immediate care, supportive therapy 
and long-range definitive correction. 


Each chapter begins with a review of the anatomy of the area 
under consideration. From head to toe, the various soft tissue 
injuries and fractures are taken up one by one. Etiology. 
pathology, specific management measures and prognosis are 
illuminated in vivid detail. Glance through the Contents at 
the left for an idea of the extensive scope of coverage. Athletic 
injuries, both major and minor, are discussed. Uncommon 
injuries are included in sufficient detail to warn you of pit- 
falls and to suggest measures for their avoidance. A helpful 
introductory section outlines the broad principles applying 
to proper handling of all injuries. The wealth of illustration 
on operative technique demonstrates exactly how each step 
should be performed for optimum results. These drawings 
along with hundreds of other photographs, radiograms, 
schematic sketches comprise a virtual atlas of trauma and its 
treatment. Illustrations appearing on this page show clarity 
of the illustrations. 


General surgeons, general practitioners, orthopedists and 
neurosurgeons will find this work filled with practical help 
on specific management measures for the entire gamut of 
frequently encountered accidental injuries. 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association. Subscription, $15.00 a year, 45¢ a copy. Canadian $17.00. Foreign $21.50. 
Second-Class postage paid in Dayton, Ohio. : 
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Shambaugh— Just Ready! 


SURGERY of the EAR 


Covers the new concepts, new instruments and latest operative techniques 


Every disease and disorder of the ear amenable to surgery CONTENTS 


is described here in meticulous detail. Dr. Shambaugh, one of Introduction to Surgery of the Ear 

the world’s master otologic surgeons, combines time-proven Developmental Anatomy of the Ear—Surgical Anat- ) 
methods of diagnosis and therapy with the latest surgical omy of the Temporal Bone—Diagnosis of Ear 
techniques. This is the first major work in the last 30 years Disease—Radiologic Examination of the Temporal 


devoted solely to otologic surgery. Bone—Principles of Temporal Bone Surgery 


Surgery of Infections of the Ear 
Pathology and Clinical Course of Inflammatory Dis- 


Coverage proceeds logically from developmental and surgical 


reuad of the ear, through pathology, right up to the in- eases of the Middle Ear—-Operations on the Auricle, 
tricacies of new reconstructive operations on the hearing External Meatus and Tympanic Membrane—The 
mechanism. Each discussion includes indications, advantages, Simple Mastoid Operation—Radical Mastoid Opera- 
and disadvantages of available operative procedures. Actual tion Bondy Modified Radical Mastoidectomy 
technique is presented in step-by-step detail. Each motion of Meningeal Complications of Otitis Media —Non- 
the knife is described, each anatomic structure identified, Meningeal Complications of Otitis Media 


each danger point vividly indicated. The many illustrations 
are new, original and were drawn from actual operations. 


Surgery of Deafness 
Mechanics of Hearing—Surgical Correction of Con- 
genital Malformations of Sound-Conducting System 
—Closure of Tympanic Membrane Perforations 


This new book will help solve the problems of the surgeon or 


otologist who attempts to mobilize the stapes, repair a per- : : Ded ‘ 

1 = fe Tympanoplasty——Diagnosis and Indications for Sur- 
TI = ective gery in Otosclerosis—Stapes Mobilization—Fenestra- 
chain. The many rapid advances and alterations in ear surgery tion Operation for Otosclerosis 


since the advent of sulfonamides, antibiotics, improved in- 
struments and new techniques are clearly reflected here. 


Surgery of the Facial Nerve, Endolymphatic 
Hydrops and Tumors of the Ear 
Facial Nerve Decompression and Repair—Surgery 
of Endolymphatic Hydrops—Surgery of Ear Tumors 


By GEORGE E. SHAMBAUGH, JR., M.D., Professor of Otolaryngology, Northwestern University 
Medical School. 643 pages, 734” x 1054”, with 328 illustrations. About $19.00. | New~—Just Ready! 


W. B. SAUNDERS COMPANY West Washington Square, Phila. 5, Pa. 


Order Please send and charge my account. (_] Easy Pay Plan ($5.00 per mo.) 
McLaughlin—TRAUMA.............. About $18.00 [) Shambaugh—EAR SURGERY. ........ About $19.00 
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1. DALSACE & GARCIA-CALDERON’S 
Gynecologic Radiology 


Foreword by |. C. Rubin, M.D. A superb collection of 
gynecologic radiograms together with clear ex- 
planations of technics of hysterography and hystero- 
salpingography. By JEAN DALSACE, M.D., Broca 
Hospital, Paris; and J. GARCIA-CALDERON, M.D., 
University of Paris. 206 pp., 360 ills. $8.00 


2. HOMBURGER & FISHMAN’S 
Physiopathology of Cancer 


2nd Edition. Completely up-to-date revision of a 
classic reference work. 32 authorities contribute 
critical analyses of the latest developments in their 
special fields. By 32 Authors. Foreword by Joseph C. 
Aub, M.D. 1200 pp., illus. $33.00 


3. HOOBLER’S Hypertensive Disease 


With emphasis on practical management, the author 
covers all forms of elevated blood pressure, whether 
primary or secondary to other diseases. By SIBLEY 
W. HOOBLER, M.D., N. Y. University. Approx. 683 
pp., 792 ills. In Press. 


4. LAWRENCE'S Cellular and Humoral 
Aspects of the Hypersensitive States 


25 authorities bring together the diverse ap- 
proaches to those aspects of immunology relating 
to altered tissue reactivity. Will be welcomed by 
immunologists, allergists, microbiologists, patholo- 
gists, internists, pediatricians. Edited by H. SHER- 
WOOD LAWRENCE, M.D., .N. Y. University. 683 pp., 
192 ills. $18.00 


5. MILCH & MILCH’S Fracture Surgery 


Covering most fracture problems which are likely to 
arise, this book provides convenient access to the 
information required for accurate diagnosis and 
definitive treatment. By HENRY MILCH, M.D., 
Hospital for Joint Diseases, N. G.; and ROBERT A. 
MILCH, M.D., Peter Bent Brigham Hospital, Boston. 
480 pp., 671 ills. $17.50 


6. Treatment of Tumors of the Nervous System 


30 authorities bring you step-by-step procedures for 
the clinical management of patients bearing every 
type of cancer of the nervous system, including the 
sympathetic and parasympathetic systems. By 30 
Authors. Edited by GEORGE T. PACK, M.D., Me- 
morial Center for Cancer and Allied Diseases; and 
IRVING M. ARIEL, M.D., N. Y. Medical College. 333 
pp., 340 ills. $15.00 


7. Treatment of Tumors of the Head and Neck 


70 authorities bring you the clinical management of 
patients with every type of head and neck cancer 
(except brain tumors), in one of the most extensive 
guides to this area yet published. By 70 Authors. 
Edited by GEORGE T. PACK, M.D.; and IRVING M. 
ARIEL, M.D., 803 pp., 1028 ills. $30.00 


8. PAUL & JUHL’S Essentials of 
Roentgen Interpretation 


In clear and logical text illuminated with hundreds 
of superb x-ray reproductions, this convenient vol- 
ume offers a complete guide to basic roentgen 
diagnosis. By LESTER W. PAUL, M.D.; and JOHN H. 
JUHL, M.D., both of University of Wisconsin. 825 
pp., 1203 ills. $25.00 


9. RILEY'S Gynecologic Endocrinology 


Foreword by Norman F. Miller, M.D. A concise 
guide to fundamentals of reproductive physiology 
and the endocrine aspects of gynecologic dysfunc- 
tion. By GARDNER M. RILEY, Ph.D., University of 
Michigan. 350 pp., 83 ills. (1 color plate). $8.50 


10. ROSENBAUM & BELKNAP’S Work 


and the Heart 


74 experts collaborate in the first concerted attempt 
to assess the potential of the cardiac from the view- 
point of the employee and the employer. By 74 
Authors. Edited by FRANCIS F. ROSENBAUM, M.D.; 
and ELSTON L. BELKNAP, M.D., of Marquette Uni- 
versity School of Medicine. Anprox. 650 pp., illus. 
In Press. 


Be ware to vee the complete list of 
Hocber books at Booth tx 


City... 


4 

2 
‘A 
x 
4 


New Aoeber Sooke 


11. BANCROFT’S Introduction to Biostatistics 


Assuming no more than a knowledge of high school algebra, this 
practical text shows how to present and interpret statistical data. 
By HULDAH BANCROFT, Ph.D., Tulane University School of Medi- 
cine. 222 pp., tables, charts. $5.75 


12. BARROW‘S Clinical Management of Varicose Veins 


Revised Second Edition. A thoroughly practical guide to the why 
and how of diagnosis, therapy, and after-care of the varicose 
extremity. By DAVID W. BARROW, M.D., Marquette University. 
Foreword by Arthur W. Allen, M.D. 182 pp., 95 ills., 4 in color. 
$6.00 


13. BAYLEY’S Biophysical Principles of Electrocardiography 


In this long-awaited volume Dr. Bayley describes and illustrates 
the basic tools essential to the analysis and understanding of 
electrocardiographic wave form. By ROBERT H. BAYLEY, M.D., 
pop of Oklahoma School of Medicine. 255 pp., profuse ills. 
8.00 


14. BUXTON & SOUTHAM’S Human Infertility 


Here is help in caring for the childiess couple based on the 
authors’ extensive experience and the results of follow-up care 
and study of over 2000 infertility patients. A special section is 
devoted to the male factor, and there is a chapter on endo- 
metrial interpretation by Earl T. Engle, Ph.D. By C. LEE BUXTON, 
M.D., Yale University School of Medicine; and ANNA lL. 
SOUTHAM, M.D., Columbia University. 240 pp., illus. $7.50 


15. CHARNY & WOLGIN’S Cryptorchism 


Based on extensive clinical and investigative experience, this 
comprehensive volume offers a clear-cut guide to management 
and therapy. By CHARLES W. CHARNY, M.D.; and WILLIAM 
WOILGIN, M.D., Albert Einstein Medical Center, Philadelphia. 
150 pp., 28 ills. $5.85 


16. DAVIS’ Surgical Physiology 


Foreword by Lester R. Dragstedt, M.D. This new guide focuses on 
the problems the active surgeon faces and shows how to use the 
new knowledge of body function and reaction to give your 
patient the best possible care. By HARRY A. DAVIS, M.D., College 
of Medical Evangelists, Los Angeles. 862 pp., illus., tables, charts. 
$20.00 


17. DeJONG’S The Neurological Examination 
2nd Editi Ac lete and lucid integration of neuroanatomy 


and physiology with their clinical implications. By RUSSELL N. 
DeJONG, M.D., University of Michigan Medical School. 1096 pp., 


profusely illus. $20.00 


18. GARDBERG’S Clinical Electrocardiography 


A unique and tested visual method of understanding the forma- 
tion of EKG complexes enables the reader to interpret the 
electrocardiogram and vectorcardiogram without memorizing 
empirical patterns. By MANUEL GARDBERG, M.D., Louisiana State 
University Medical School. 326 pp., profusely illus. $12.75 
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19. GELVIN & McGAVACK’S Obesity 

The simple and effective weight control program set forth in this 
book can be readily applied in office practice. It was developed 
out of ten years’ experience at a specialized obesity clinic in a 
large city hospital. By E. PHILIP GELVIN, M.D.; and THOMAS H 
McGAVACK, M.D., both of N. Y. Medical College. 160 pp., tables, 
charts. $4.00 


20. HOLLINSHEAD’S Anatomy for Surgeons 

With publication of Vol. 3, The Back & Limbs, this profusely illus- 
trated Mayo Clinic work offers a comprehensive modern clinical 
anatomy. By W. HENRY HOLLINSHEAD, Ph.D., Mayo Clinic. Vol. 
1: Head & Neck. 572 pp., 326 ills. $12.00. Vol. 2: Thorax, Ab- 
domen & Pelvis. 928 pp., 1109 ills. $20.00. Vol. 3: Back & Limbs. 
915 pp., 785 ills. $23.50 


is and Treat t of Liver Disease 


21. LEEVY’S Practical Diag 
Foreword by Franklin M. Hanger, M.D. Designed for use in office 
practice, this book is based on clinical observation and a 
coordinated study of 1000 patients. By CARROLL M. LEEVY, M.D., 
Jersey City Medical Center. 340 pp., 51 ills., 23 in color, tables. 
$8.50 


22. NACLERIO’S Bronchopu!monary Diseases 


Foreword by Richard H. Overholt, M.D. One hundred and forty- 
two leading authorities have pooled their knowledge and ex- 
perience to make available what is probably the most complete 
and authoritative book on the subject. By 142 Authors. Edited by 
EMIL A. NACLERIO, M.D., Harlem and Columbus Hospitals, N. Y. 
983 pp., 719 ills. $24.00 


23. PALMER'S Clinical Gastroenterology 

This important volume integrates modern concepts of the patient 
as a whole with the organic approach to disease. It offers a 
clear-cut guide to bedside diagnosis and effective therapy. By 
EDDY D. PALMER, M.D., Walter Reed Army Hospital. 640 pp., 
262 ills. $18.50 


24. PASCHER’S Dermatologic Formulary 

2nd Edition. This revision of a popular guidebook puts at your 
fingertips the newest treatments for every type of skin disorder. 
Edited by FRANCES PASCHER, M.D., N. Y. University-Bellevue 
Medical Center. Foreword by Marion B. Sulzberger, M.D. 172 pp. 
$4.00 


25. PASCHKIS, RAKOFF & CANTAROW’S Clinical Endocrinology 
2nd Edition. An up-to-the-minute revision of the standard text in 
a dynamic area offering a most advanced, completely integrated 
eccount of the endocrine system. By KARL E. PASCHKIS, M.D.; 
ABRAHAM E. RAKOFF, M.D.; and ABRAHAM CANTAROW, M.D., 
all of Jefferson Med. College. 940 pp., ills. (6 in color). $18.00 


26. PENNES’ Psychopharmacology 


Analyzing basic mechanisms and clinical actions of the tran- 
quilizers and the hallucinogens, 20 authorities provide basic and 
clinical coverage. Much original work published here for the first 
time. By 20 Authors. Edited by HARRY H. PENNES, M.D., N. Y. 
State Psychiatric Institute and Hospital. 378 pp., illus. $8.00 
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INVALUABLE IN MEDICAL EDUCATION 


Lockhart, Hamilton and Fyfe 
ANATOMY OF THE HUMAN BODY 


A new text which covers the subject of human 

anatomy in half the usual number of words, with 

twice the usual number of illustrations. Much 

of the text appears in careful labeling of illustrations. 

Clinical aspects are non in context, not 

* segregated at the ends of sections. Designed to ease 
the student’s burden and quicken his interest 

in the study of anatomy. 

697 Pages. 965 Illustrations, 600 in Color. 

NEW, 1959. $13.50. 


Allen, Harkins, Moyer & Rhoads 
SURGERY: Principles and Practice 


The best in modern surgical thought and method, 
written and edited by some of the most eminent 
figures in surgical praciice and teaching. Provides a 
total picture of modern surgery in all departments 
except ophthalmology and otorhinolaryngology. 
Discusses in detail the latest chemical, 
physiologic and metabolic aspects of surgery. 

1,495 Pages. 623 Illustrations. 1957. $16.00. 


Rivers and Horsfall 


VIRAL AND RICKETTSIAL INFEC- 
TIONS OF MAN—NEW 3rd Edition 


The remarkable increase in knowledge about viral 
and rickettsial infections has necessitated 
complete rewriting rather than mere revision of 
the 1952 Edition. This new 3rd Edition is an 
entirely new book with 7 more chapters 

and 14 new contributors. 

948 Pages. 134 Figures. NEW 3rd Edition, 

1959. $8.50. 


Hamm and Weinberg 


UROLOGY IN GENERAL 
PRACTICE 


Originally designed for use in the authors’ courses, 
this text is now available as a result of enthusiastic 
response from students and other teachers. 

Of primary interest to students, interns and resident 
physicians, this book is also useful to the general 
practitioner to refresh his working knowledge 

of urologic principles. 

293 Pages. 259 Figures. Paper Bound. 1958. $6.00. 


Dubos 


BACTERIAL AND MYCOTIC IN- 
FECTIONS OF MAN—NEW 3rd Edition 


This new edition does much to clarify our present 
position with respect to bacterial and mycotic 
infections. Extensively revised, rewritten and 

augmented. Two new chapters are devoted to 
“The Evolution and Ecology of Microbial Diseases,” 
and “Chemotherapy of Microbial Diseases.” 

820 Pages. 116 Figures. 3rd Edition, 1958. $8.50. 


MacBryde 
SIGNS AND SYMPTOMS—=3rd Edition 


The third edition of a unique aid in the practice 

of medicine, a book which approaches diagnosis in 
the same way that any physician must—through the 
analysis and interpretation of presenting signs 

and symptoms. The editor and 27 contributors 
describe major signs and symptoms from the 
standpoint of disturbances of function, pertinent 
physiology, physiologic chemistry, 

and pathologic physiology. 

973 Pages. 191 Illustrations. 3rd Edition, 1957. $12.00. 


Ham 
HISTOLOGY=—3rd Edition 


A thoroughly up-to-date coverage. Newly added is 
an orderly introduction to revolutionary advances in 
electron microscopy. Text and carefully selected 
visual aids use these new developments to provide 

a better understanding of physiologic, histochemic 
and pathologic processes. 

894 Pages. 482 Illustrations, Including 

8 Color Plates. 3rd Edition, 1957. $11.00. 


Rypins’ 
MEDICAL LICENSURE 
EXAMINATIONS—S8th Edition 


Provides a compact, orderly presentation of thirteen 
major medical subjects permitting a dependable 
review of material covered in the medical course. 
Each subject is summarized separately, followed 

by actual questions based on essential facts 
contained in each summary. 

964 Pages. 8th Edition, 1957. $10.00. 


Please enter my order and send me: 


ANATOMY OF THE HUMAN BODY... $13.50 


(] VIRAL AND RICKETTSIAL INFECTIONS OF MAN.............. 8.50 
([) BACTERIAL AND MYCOTIC INFECTIONS OF MAN............ 8.50 
SURGERY: Principles and 16.00 
UROLOGY IN GENERAL 6.00 


(] Rypins’ MEDICAL LICENSURE EXAMINATIONS.............. 10.00 
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National Academy of Sctences— 
National Research Council 
shows how you can... 


Help your patients di 
without betwe en-meal 


Between-meal hunger is one of the chief reasons overweight 
patients “cheat”’ on diets. But reducing diets can be made 
more satisfying and more palatable by including a reason- 
able amount of fat. 


In 1958, the Academy’s Food and Nutrition Board made 


an exhaustive report on “The Role of Dietary Fat in 
Human Health.” This report observes: 


“Dietary fat has a palatability role difficult to measure but 
important to proper nutrition .. . Although fats may stimu- 
late caloric intake, satiety from dietary fats may serve as a 
desirable brake on excess caloric intake for some people. 
Satiety from fats in the diet may be in part traceable to the 
slower emptying of the stomach . . .’’* 


This aapert suggests the values Crisco can bring to weight- 
reducing diets. Foods properly prepared in 
wholesome, vegetable-light Crisco not only 
can be satisfying —but tasty and appealing, 
too. So when you recommend using Crisco, 
you help dieters maintain the self-control 
they need for weight-control. 


pure, all-vegetable . . . it’s digestible 


Food and Nutrition Board. The Role of Dietary Fat in 
Human Health. Pub. 575. Washington: Natl. Acad. Sci.- 
Natl. Research Council, 1958. 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...”" 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”?. Spondylitis: All patients 
“...experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndzome: Response of 70 
Patients with various forms showed 
“,..8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957. 3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J. 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (pheny!- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone Geicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methyibro- 
mide, 1.25 mg. 


g ig 
ARDSLEY, NEW YORK 
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PROZI 


meprobamate and promazine hydrochioride, Wyeth 


CONTROLS BOTH ANXIETY 
AND PSYCHOMOTOR AGITATION 
THROUGH DUAL ACTION 


PROZINE simultaneously controls anxiety and tension as 
well as psychomotor agitation. This multiple effect enables the physician 
to exert more complete control over the emotionally disturbed patient. 
PROZINE is indicated in patients with primary emotional disturbance, 
in patients emotionally disturbed by primary organic disease, and in patients 
with emotional disturbance unrelated to their organic disease. 

PROZINE is useful in moderate to severe 
emotional disturbances manifested by apprehension and agitation or associ- 
ated with insomnia, depression, nausea and vomiting, gastrointestinal dis- 
turbances, alcoholism, menopausal or premenstrual syndromes. PROZINE in 
the recommended dosage (1 or 2 capsules, 3 or 4 times daily) provides 
symptomatic control over these manifestations with the unmistakable 
benefits of a low-dosage regimen. 

In emotionally disturbed patients, the effective dose of 
PROZINE is diminished to the point where the incidence and severity of side- 


effects and toxic reactions are minimal; the patient is calm, tranquil, and 
amenable to additional therapy, whether it is psychiatric, medical, or 


educational. *Trademark 
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The physician will see many applications for PROZINE in 
his day-to-day practice. Prominent among these is its use 
in overly apprehensive medical, surgical, and obstetrical 
patients as well as children, adolescents, and elderly pa- 
tients suffering behavioral disturbances. Often, emotionally 
disturbed patients receiving analgesics, antihypertensives, 
barbiturates, anticholinergics, estrogens, or corticoids for 
organic disorders respond significantly better when 
PROZINE is added to the therapeutic regimen. Dosages 


of such drugs, consequently, may be dramatically reduced. 


SUPPLIED: PROZINE —Bottles of 50 capsules. Each green and white 


capsule contains 200 mg. meprobamate and 25 mg. 


promazine hydrochloride. 
Comprehensive literature is available 


® 


Philadelphia 1, Pa. 


1] 
“at 
i 
\ 
| 
i 
: 
j 
iti 
i 
a 


126 mg. 
250 mg. 


pediatric 
peach flavored, peach flavored, 
125 mg. per tea- 100 mg. per ec. 


spoonful (5 ec.), (5 mg. per drop), 


2 oa. bottle 10 ec. bottle 
(with calibrated 


Wet 


“I'd be glad to tell you what the trouble is, 


but I can't pronounce it!” 


J.A.M.A., April 25, 1959 


ANKLE 
SPRAINED 
Of 

SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDASE:; 


STREPTOKINASE-STREPIODORNASE LEDERLE 
*Reg. U.S. Pat. Off 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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consules 
Science for the world’s well-being 
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apsules/Orel Suspension 


DESIGNED-FOR UNEXCELLED! CONTROL 
GRAM-POSITIVE 


TO END 9 OUT OF 10 
COMMON INFECTIONS 


“'..a markedly effective antibiotic agent for general 
clinical use.”! 

94% success in published cases of respiratory, skin, soft tissue 
and genitourinary infections.!'-9 

No side effects in 95%. Infrequent reactions are mild, easily re- 
versed. Cessation of therapy is rarely required. 


quickly absorbed highly palatable 


Supplied: Tao Capsules — 250 mg. and 125 mg., bottles of 60. Tao 
for Oral Suspension — 1.5 Gm., 125 mg. per tsp. (5 cc.) when 
reconstituted; unusually palatable cherry flavor; 2 oz. bottle. 


References: 1. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy 5:527 (Aug.) 
1958. 2. Isenberg, H., and Karelitz, S.: Paper presented at the Antibiotic Sym- 
posium, Washington, D. C., October 15-17, 1958. 3. Olansky, S., and McCormick, 
G. E., Jr.: Paper presented at the Antibiotic Symposium, Washington, D. C., 

October 15-17, 1958. 4. Koch, R., and Asay, L. D.: J. Pediat. 53:676 (Dec.) 1958. 
5. Shubin, H., et al.: Antibiotic Med. & Clin. Therapy 6:156 (March) 1959. 
6. Shubin, H., “et al.; Antibiotics Annual 1957-1958, New York, Medical Encyclo- 
pedia, Inc., 1958, p. 679. 7. Kaplan, M. A., and Goldin, M.: Paper presented at 
= Antibiotic Symposium, Washington, D. C., October 15-17, 1958. 8. Meliman, 

J., et al.: Paper presented at the Antibictic Symposium, Washington, D. C., 

Sane 15-17, 1958. 9. Leming, 8B. H., Jr., et al.: Paper presented at the Anti- 
biotic Symposium, Washington, D. C., October 15- 17, 1958. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 
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From basic research—basic progress 


A NEW MEASURE OF ACTIVITY 


IN EDEMA: 


m@ shows greater oral potency than any other 
class of diuretic agent 


w each 25 mg. HYDRODIURIL orally is equivalent to 1.6 cc. 
meralluride 


w has been reported to be effective even in certain patients 
who do not respond satisfactorily to other diuretics. 


@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


m low toxicity—extremely well tolerated 


m often achieves the benefits of a low salt diet without the 
unpleasant restriction 


INDICATIONS: Hypertension, congestive heart failure of all degrees of severity, premen- 
strual syndrome (edema), edema and toxemia of pregnancy, renal edema—nephrosis, 
nephritis; cirrhosis with ascites, drug-induced edema, and as adjunctive therapy in the 
management of obesity complicated by edema. 
DOSAGE: |n edema—one or two 50 mg. tablets of HYDRODIURIL once or twice a day. 
In hypertension—one or two 25 rg. tablets or one 50 mg. tablet HYDRODIURIL once or twice a 
day. 
SUPPLIED: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) in 
bottles of 100 and 1,000. 

*HYORODIURIL and DIURIL are trademarks of Merck & Co., INC. 
Additional information on HYDRODIURIL is available to the physician on request. 
BIBLIOGRAPHY: | Esch, A. F., Wilson, 1. M. and Freis, E.D.:3,4-Dihydrochlorothiazide: 
Clinical Evaluation of a New Saluretic Agent. Preliminary Report; M. Ann. District of Colum- 
bia 26:9 (Jan.) 1959. 2 Ford, R. V.: The Clinical Pharmacology of Hydrochlorothiazide; 
Southern Med. J. 52:40 Cian.) 1959. 3 Fuchs, M., Bodi, T., Irie, S. and Moyer, J. H.: Prelim- 
inary Evaluation of Hydrochlorothiazide (‘HYORODIURIL’); M. Rec. & Ann. §1:872, (Dec.) 
1958. 4 Moyer, J. H., Fuchs, M., Irie, S. and Bodi, T.: Some Observations on the Pharma- 
cology of Hydrochlorothiazide; Am. J. Cardiol. 3:113, (Jan.) 1959. 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) 
shighly-active derivative of chlorothiazide 
mqualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 


mloss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


| 


IN HYPERTENSION: 


meffective by itself in some patients—markedly potentiates 
other antihypertensive agents 


@ provides background therapy to improve and 
simplify the management of all grades of hypertension 


whas been reported by some investigators to have a greater 
antihypertensive potency in some patients than chlorothiazide 
at equivalent dosage 


@does not lower blood pressure in normotensives 


@reduces dosage requirements for other antihypertensive agents, 
often with concomitant reduction in their distressing side effects 


smooths out blood pressure fluctuations 


PRECAUTIONS: It is important that the dosage be adjusted as frequently as the needs 
of the individual patient demand. When HYDRODIURIL is used with a ganglion blocking agent, 
it is mandatory to reduce the dose of the latter by at least 50 per cent, immediately upon 
adding HYDRODIURIL to the regimen. 

HYORODIURIL has shown no adverse effects on renal function; for this reason it may be 
used with excellent results even in patients for whom the organomercurials are contra- 
indicated because of renal damage. 

The excretion of potassium is much lower than that of sodium or chloride and, as is the 
case with DIURIL®, the loss of potassium is clinically insignificant in the great majority of 
patients on normal diets. If indicated, potassium loss may easily be replaced by including 
potassium-rich foods in the diet (orange juice, bananas, etc.). 


MERCK SHARP & DOHME 


Division of Merck & Co., Inc. ” Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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Madribon 


Response 

Disease No. of Patients Good or Excellent Poor 
Otitis media 72 65 7 
Bronchitis 11 10 1 
Obstructive laryngotracheitis = 3 0 
Tonsillitis 21 18 3 
Cervical adenitis 13 13 0 
Purulent rhinitis or sinusitis 19 16 3 

Total 139 125 14 
From a study by H. Townsend and A. Borgstedt! 


Well tolerated “An extremely low order of toxicity was demonstrated... .”? 
effective “Remarkable improvement, characterized by subjective relief 
and disappearance of inflammatory symptoms, occurred in 107 out of the 
111 patients under study.”* @conomical “In addition to the clinical effi- 
ciency attributable to sulfadimethoxine . . . the economy involved in medi- 
cation with a fast-acting chemotherapeutic agent warrants its early use... .”? 
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One of the fastest growing antibacterial bibliographies: 


1. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958- 
1959, in press. 2. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. 
Jennings, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 
3. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 
4. H. P. Ironson and C. Patel, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, in press. 6. J. D. Young, Jr., W. S. Kiser 
and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 
1959. 7. T. D. Michael, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 1959. 8. W. A. Leff, Antibiotic Med. & Clin. Therapy, 
6:(Suppl. 1), 1959. 9. B. A. Koechlin, W. Kern and R. Engelberg, 
Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 10. R. J. 


Madrigid 


now available for your convenience 
whenever q.i.d. dosage is desirable 


Schnitzer and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 
6:(Suppl. 1), 1959. 11. R. J. Schnitzer, W. F. DeLorenzo, E. 
Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
99:421, 1958. 12. W. F. DeLorenzo and R. Russomanno, Anti- 
biotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 13. B. Fust and 
E. Boehni, Antibiotic Med. & Clin. Therapy, 6:(Suppl. 1), 1959. 
14. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
Clin. Therapy, 6:(Suppl. 1), 1959. 15. W. P. Boger, Antibiotics 
Annual 1958-1959, in press. 16. O. Brandman, C. Oyer and R. 
Engelberg, J. M. Soc. New Jersey, 56:24, Jan. 1959. 17. J. F. 
Glenn, J. R. Johnson and J. H. Semans, Antibiotic Med. & Clin. 
Therapy, 6:(Suppl. 1), 1959. 


125-mg capsules of Madribon 


Dosage: MavriBON, Mapriqip—Consult literature available on request. 


MADRIQID™"- 
ROCHE® 


wal 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N.J. 


MADRIBON':*- —brand of suifadimethoxine 
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AN AMES CLINIQUICK™ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


HOW CAN THE BRONCHIAL ASTHMA PATIENT KEEP 
HIS HOME FREE OF MAJOR ALLERGENIC OFFENDERS? 


1. CONTROL HOUSE DUST—REDUCE ITS FORMATION 
AND PREVENT ITS ACCUMULATION. 73.32 


3°.» & TON, FEATHERS AND KAPOK IN PILLOWS 
AND UPHOLSTERED FURNITURE. 


3. WHEREVER POSSIBLE, ELIMINATE ARTICLES 
MADE OF WOOL OR OTHER ANIMAL —" SUCH, AS 


4, DISCARD OLD POSSESSIONS, 3 WHICH ACT 
FOR MOLD. 

5. SUBSTITUTE * GOLDFISH OR TURTLES FOR 
FURBEARING PETS, 


Source —Gittelson, G.: J. Florida M. A. 44:364, 1957. 


THE RECTAL ROUTE 
TO BENEFIT THE ASTHMATIC 
IN EVERY AGE GROUP 


AMINOPHYLLINE WITH PENTOBARBITAL 
SUPPOSITORIES WITH UNIQUE, NONREACTIVE BASE 


Rectal administration provides a convenient and reliable route for prompt relief of bronchospasm 
and round-the-clock protection for your asthmatics. AMINET is particularly desirable in children 
where anxiety of oral or injection administration can intensify respiratory distress...avoids gastric 
upsets of oral aminophylline and possible loss of therapeutic or prophylactic dose by vomiting. 


3 “WEIGHT-PROPORTIONED” DOSAGE FORMS 


AMINOPHYLLINE BENZOCAINE 


New V4 Stren y iter children 0.125 Gm. (1% gr.) 0.025 Gm. (¥% gr.) 0.015 Gm. (1% gr.) 
over 40 Ibs. (18 Kg.) 


Half Strength for individuals 0.25 Gm. (3% gr.) 0.05 Gm. (% gr.) 0.03 Gm. (1 gr.) 
over 80 Ibs. (36 Kg.) 


Full Strength for adults 0.5 Gm. (74 gr.) 0.1 Gm. (142 gr.) 0.06 Gm. (1 gr.) 


All 3 dosage forms now in protective, pre-formed foil strips. 
Available: Boxes of 12. 
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skin conditions 
respond 


BEFORE: Female, age 30, first seen AFTER: Four weeks of treatment with Vioform-Hydrocortisone 
with tinea palmaris of 7 weeks’ duration. resulted in almost complete healing. 


AFTER: Healed within 6 weeks after 


BEFORE: Male, age 52, with superficial varicose ulcer 
application of Vioform-Hydrocortisone.* 


of left leg measuring about 4 cm. in diameter.* 


* Photographs and clinical data by courtesy of Saul S. Samuels, M.D., Attending Vascular Surgeon, Brooklyn Hebrew Hospital for the Aged, Brooklyn, N.Y. 


to treatment 
with 


Vioform-Hydrocortisone 


SUPPLIED: Each form of issue contains 3% Vioform and 1% hydrocortisone. CREAM (water-washable base) 
and OINTMENT (petrolatum base); tubes of 5 and 20 Gm. LOTION (water-washable base); plastic squeeze 
bottles of 15 ml. Samples available on request. 


CIBA 


VIOFORM® (iodochlorhydroxyquin CIBA) SUMMIT, N. J. 
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Medicine's greatest accomplishments 
become more clearly defined 

when viewed in historical perspective. 
With this advertisement, the 

third in the series “Great Moments 

in Medicine,” Parke-Davis 

is building greater public appreciation 
for the vital role Medicine 

has played in the lives of men 
through the centuries, and will 
continue to play in the years to come. 
Colorful and interesting, this advertisement 


will be seen by millions of people in 
LIFE, SATURDAY EVENING POST, TIME, 


READER'S DIGEST, TODAY’S HEALTH, and other 


important publications throughout the world. 
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Surgical opening of the skull (trephining) was com. 
mon among certain Peruvian peoples about 2000 years 
ago. Equipped with knives of glass-hard obsidian and 
well-honed bronze, and with locally-grown cotton and 
woven bandages for dressings, Peruvian practitioners 
probably were further aided by crude anesthetics 
made from native plants. 


Nearly 100 years ago, Parke-Davis explore 


rs were in- 
vestigating the medicinal pl 


ants in South America that 


TREPHINING IN 
“A History of N 


ANCIENT PERU 


—one of a series of oil 
ledicine in Pictures,’ 


have yielded anesthetics, muscle relaxants, and other 
useful drugs. And only 15 years ago, the soils of South 
America yielded an organism from which Parke-Davis 
research scientists developed one of the most impor- 
tant of today’s life-saving, broad-spectrum antibiotics, 
In this, and in many other ways, Parke-Davis is help- 
ing to make available to the people of Latin Americ a, 
and to people the world over, the better health and 
longer life that come with better medicines, 


COPYRIGHT 1959—PARKE, DAVIS & COMPANy, DETROIT 32, MICHIGAN 


... Pioneers iin better medicines 


paintings, 
7 commissioned by Parke-Davis. 
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management 

of itching. 

iti amed. = 
infected \ 


skin lesions \ 


\enalog, Spectrocin and Mycostatin in Plastibase 


3 4 
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antipruritic /anti-inflammatory /antibacterial/antifungal 
of ankle-5 years duration 

Mycolog Ointment — containing a new superior topical corticoid Kenalog — re- 

duces inflammation,** relieves itching,**? and combats or prevents bacterial, 

monilial and mixed infections.*” It is extremely well tolerated, and assures a rapid, 

decisive clinical response for most infected dermatoses. 


“Thirty-one of 38 patients . . . obtained excellent or good control of dermato- 
logical lesions . . . [Mycolog] was highly effective, particularly in the man- 
agement of mixed infections. Several recalcitrant eruptions which had not 
responded to previous therapy were remarkably responsive to the daily 
application of this preparation over periods of 2 to 3 weeks.’* 


For total management of itching, inflamed, infected skin lesions, Mycolog contains 
triamcinolone acetonide, an outstanding new topical corticoid for prompt, effective = 
relief of itching, burning and inflammation** — neomycin and gramicidin for power- Cleared 
ful antibacterial action’ — and nystatin for treating or preventing Candida (Monilia) 

albicans infections.** 


times dai upp 3m. and 15 Gm. tubes. Each gram supplies 1.0 mg. (0.1%) triam- 
ide, 2.5 mg. neomycin base, 0.25 mg. gramicidin, and 100,000 units nystatin in PLastiBase. 

graphs on Therapy 3:164 (Nov.) 1958.-+ 2. Nix, T.E., Jr., and Derbes, V.J. 
v.) 1958. - 3. Robinson, R.C.V.: Bull. School of Med., U. Maryland 43:54 (July) 
er, V.D., and Reisner, R.M.: Monographs on Therapy 3:115 (Nov.) 1958. + 5. 
nographs on Therapy, 3:153 (Nov.) 1958. + 6. Smith J.G., Jr.; Zawisza, R.J., and 

rapy, 3:111 (Nov.) 1958. + 7. Monographs on Therapy, 3:137 (Nov.) 195& 
na M.J. 19:449 (Oct.) 1958. + 9. Bereston, E.S.: South. M.J. 50:547 (April) 1957. 
ticoid need, a suitable Squibb formulation is available—Kenalog-S Lotion—7'% cc 


Squibb Quality — the Priceless Ingredient 


O mg. (0.1°%) triamcinolone acetonide, 2.5 mg. neomycin base and 


5 Gm. and 15 Gm. tubes, Kenalog Lotion, 0.1%—15 cc. plastic squeeze 


«mycostatin’®, “pLastiBase’®, «my 
1. and 15 Gm, tubes. 


AND ‘KENALOG’ ARE SQUIBB TRADEMARKS 
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TO GAIN THE THERAPEUTIC “EDGE” K 


in control of nausea and vomiting 


‘frilafon 


REPETABS AND INJECTION 


* unexcelled in effective 
antinauseant action 


* frees patients from daytime drowsiness 
* avoids significant hypotension 


* proved and published effectiveness in many 
varieties of emesis 
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-1\ SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 


in the wide variety of 
: nausea and vomiting problems 


CONTINUOUSLY PROTECTIVE 


‘frilafon Repetabs’ 


: one REPETAB (8 mg.) Stat. 

‘ and repeat in 12 hours 

if oral therapy is impracticable 
4 PROMPTLY EFFECTIVE 


‘frilafon Injection 


* relief usually in 10 minutes! 


* nausea and vomiting controlled in up to 97% of patients? 


* * no injection pain or significant hypotension 


Simplified dosage: 5 mg. (1 cc.) I. M., repeated in 6 hours, if necessary, 
or followed by oral dosage (8 to 16 mg. daily) for continued control and 
calming effect. Refer to Schering literature for detailed information. & 


(1) Ernst, E. M., and Snyder, A. M.: Pennsylvania M. J. 6/:355, 1958. 
(2) Preisig, R., and Landman, M. E.: Am. Pract. & Digest Treat. 9:740, 1958. 
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dosage problem with 
muscle relaxants? 


no problem with 


PARAFLEX 


Chlorzoxasone* 


3 
fee 


4 
average effective dose 


ust 6 tablets daily 1s an 


Benefits of a 1- or 2-tablet dose persist for about 

6 hours, relieving pain and stiffness and improving 

function in musculoskeletal disorders such as low 

back syndrome, sprains, strains, myalgia, fibrositis, 

and stiff neck. Side effects are rare, almost never 

require discontinuance of therapy. 

Supplied; Vablets, scored, orange, bottles of 50. 

Each tablet contains PARAFLEX, 250 mg. 2 


McNeil Laboratories, Inc: 


2 


bitartrate, 1.0 mg. 
inert, nontoxic aerosol vehicle. Contains 


26 
i 4 } ! 
“Word to Remember... = 
“3 inert, nontoxic aerosol vehicle. Contains no alcohol. 
measured dose contains 0.06 mg. isoproterenol. 
' 
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Government Estimates Costs of Forand Bill . . 
Kean Accepts Aging Position . . 

Administration Health Insurance Plan for U. S. 
Employees Official . . 

Influenza Outbreaks Decline . . 

Asian Countries Request Hospital Ship . . 
Milk Radioactivity Levels Remain Low . . 
Miscellany . . 


HEW CITES COSTS OF FEDERAL AID 
FOR AGED MEDICAL CARE 


Congress finally received the delayed govern- 
ment report on how much taxpayers would have to 
pay for proposed federal programs to help elderly 
persons meet surgical ‘ott hospital bills. The esti- 
mates ranged from 1 billion dollars upward. 

The 117-page report, compiled by Health, Edu- 
cation, and Welfare Department experts, was dis- 
patched to the House Ways and Means Committee 
three months after the Jan. 1 date the panel had set 
for transmission. The lawmakers had asked for the 
information last session after approving a boost in 
social security taxes and benefits. 

The document is intended primarily as a guide- 
line to the committee members in considering legis- 
lative proposals to provide hospital care, surgical 
services and nursing home care through the social 
security system. The major measure in the field is 
sponsored by Rep. Aime Forand (D., R. I.), a com- 
mittee member. 

HEW said in an introduction to the report that, 
because the number and_ proportion of aged is 
growing, “a satisfactory solution to the problem of 
paying for adequate medical care for the aged will 
become more rather than less apparent.” However, 
the HEW cautioned that “in our society the exist- 
ence of a problem does not necessarily indicate that 
action by the federal government is desirable.” 

In an accompanying letter to Ways and Means 
Chairman Wilbur Mills (D., Ark.), HEW Secretary 
Arthur S. Flemming said the administration “is now 
proceeding with an analysis of the policy issues 
involved with a view to developing specific recom- 
mendations.” Mr. Flemming said the department 
attempted to “present the most important factual 
information on this subject in the most objective 
possible manner.” 

According to the report, the cost of hospital 
benefits up to 60 days a year (a provision of the 
Forand measure) would add up to 900 million 
dollars a year in 1960. Nursing home care esti- 
mates, which HEW said were very difficult to 
gauge, ranged from a “very limited” 14 million 
dollars to a “very broad” 885 million dollars. No 
figures were given for the possible costs of surgical 
services by the department, but Rep. Forand has 
ut this cost at 80 million dollars annually under 
is legislation. 


The HEW estimates compared with higher fig- 
ures by the Health Insurance Association of Amer- 
ica, hich has priced hospital benefits at $1,370,- 
300,000 and nursing home care at $513,900,000. 

The medical care for the Old Age and Survivors 
Insurance beneficiaries would be financed under 
the proposals through increased social security 
payroll taxes, estimated at an additional 0.05% by 
the HEW. 

In one section, the report noted that as early as 
1952 only about 25% of the 12,700,000 persons aged 
65 or over had any form of health insurance, while 
about 40% of the 15,300,000 in this age group now 
have some type of health insurance. 

The Ways and Means Committee as of this writ- 
ing had not scheduled any hearings on the Forand 
measure, opposed by the American Medical Asso- 
ciation and other groups, and there were some indi- 
cations the hearings might be held over until next 
year. 


MR. KEAN TAKES AGING STUDY POST 


In another development concerning elderly per- 
sons, former Representative Robert W. Kean, a 
New Jersey Republican, was named Chairman of 
the National Advisory Committee for the White 


House Conference on the Aging. 


Mr. Kean, 65, served as a member of Congress 
for 20 years. He was a high-ranking member of the 
influential House Ways and Means Committee 
when he decided last year to accept the state 
Republican nomination for a U. S. Senate seat. 

The advisory committee will have over-all direc- 
tion of plans and preparations for the conference, 
which will be held in Washington in January, 1961. 

A partner in a Newark, N. J., investment firm, 
Mr. Kean while in Congress supported some of the 
extensions and amendments to the Social Security 
Act. “I am confident that the first White House 
Conference on Aging will result in benefits for not 
only our older citizens but for the nation as a 
whole,” he declared in a statement. 

Meanwhile, Bertha S. Adkins, under-secretary 
of the Department of Health, Education, and Wel- 
fare, told a St. Louis audience that “excellent prog- 
ress” is being made on the conference and that she 
is confident it “will be a step toward solving the 
many complicated problems connected with our 
increasing older population.” 


ADMINISTRATION URGES HEALTH-MEDI- 
CAL INSURANCE FOR U. S. WORKERS 


Administration officials presented Congress a new 
comprehensive health insurance plan to cover an 
estimated 1,800,000 government employees and 
their 2,700,000 dependents. Annual cost would be 
about 246 million dollars, including both federal 
and employee contributions. 
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The plan was disclosed as a Senate Post Office 
and Civil Service Subcommittee headed by Sen. 
Richard Neuberger (D., Ore.) opened hearings on 
legislation to grant U. S. workers for the first time 
federal underwriting of health-medical insurance 
similar to that afforded by many private organiza- 
tions. 

The administration plan differs in many respects 
from the approach taken by Sen. Olin Johnston 
(D., S. C.), chairman of the full committee. 

The government witnesses contended the Sena- 
tor’s measure had “major deficiencies.” 

For one thing, the administration recommended 
that the government pay one-third of the cost of 
the insurance and the employee two-thirds. This 
compares with the two-thirds federal contribution 
called for in the Johnston bill. Sen. Neuberger 
suggested consideration of a 50-50 ratio. 

As outlined by Chairman Roger W. Jones of the 
Civil Service Commission, the administration pro- 
gram provided (1) hospital expenses—employees 
pay the first $50; the plan then pays 100% of the 
next $200 of semiprivate hospital expenses and 80% 
of expenses in excess; (2) medical expenses—the 
employee pays the first $50 and the plan pays 80% 
of the remainder and (in any event, an employee 
would pay no more than a total of $50 initial costs 
in a given year); (3) maternity benefits—would not 
exceed actual cost of hospitalization and treatment, 
with a maximum of $200 for normal delivery. 

Combined government-worker cost of the plan 
would run about $13 a month for married em- 
ployees. 

Mr. Jones said this plan isn’t unique and that “at 
least one well-known private employer (General 
Electric) and a large number of others have re- 
cently purchased or converted to similar plans.” 

The benefits under the program are subject to 
a maximum of $7,500 in one year and $15,000 for a 
lifetime with the privilege of reinstating the maxi- 
mum. There would be no limit under the Johnston 
measure. 

The Civil Service Official testified that there 
should be a minimum rather than a large number 
of available private plans in the program so that 
the government could “negotiate a few rather than 
a large number of contracts” to “make administra- 
tion considerably less difficult and costly.” 

Officials of the Budget Bureau, Post Office De- 
partment, and Defense Department also testified at 
the hearing’s opening. 

In addition to Sen. Neuberger, other members of 
the subcommittee are Sen. Thruston Morton 
(R., Ky.), recently appointed G. O.| P. National 
Chairman, and Ralph Yarborough (D., Texas). 


INFLUENZA EPIDEMICS WANE 


Outbreaks of influenza in the U. S. apparently 
hit their peak during March, Dr. Leroy E. Burney, 
U. S. Surgeon General announced. Most of the 
epidemics were caused by the B virus, although 
type A2 (Asian) strain virus was identified in a few 
cases in New York, Florida, and California. 

Reports of new outbreaks have declined in recent 
weeks, and the PHS said it believed the number of 
cases will continue to drop. Influenza B epidemics 
confirmed by virus or by serologic 
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studies are known to have occurred in 17 states 
since January of this year, PHS said. Areas affected 
in March included Albany and Ithaca, N. Y.; 
Chicago, Oak Park, and Joliet and Will Counties, 
Ill.; Laurence and Hays, Kan.; several sections of 
Maine; and Berkshire County, Mass. 


HOSPITAL SHIP SOUGHT BY ASIANS 


The Republics of Indonesia and Korea have for- 
mally requested that the Navy goodwill hospital 
ship Consolation visit their nations next fall during 
its year-long tour of the Pacific. The Consolation is 
being sponsored by the People-To-People Health 
Foundation, Inc., a voluntary effort by physicians 
to spread goodwill abroad by bringing treatment 
and the latest medical techniques to other coun- 
tries. 

Dr. You Chan Yang, the Korean ambassador, 
referred to the plan as a “wonderful humanitarian 
project.” Indonesian ambassador Moekarto Noto- 
widigdo called it “one which will prove to be of 
great benefit to the people of Indonesia.” 

The A. M. A. has indorsed the plan, and made a 
cash contribution for initial organizing expenses. 
Dr. William Walsh, Washington, D. C., was a 
major sponsor of the project. 


LATEST MILK RADIOACTIVITY TESTS 


The latest Public Health Service milk tests for 
January showed that the amount of radioactivity in 
milk remained far below danger levels and showed 
no indications of a general increase. 

Milk with the most strontium-90 content for the 
month was found in St. Louis, Mo., with 18.6 
micromicrocuries registered. Least was in Sacra- 
mento, Calif., 4.3 micromicrocuries. These levels 
compare with the 80 micromicrocuries that has 
been set as a permissible level for lifetime exposure 
by the National Committee on Radiation Protection 
and Measurements. 


MISCELLANY 


The Food and Drug Administration proposed 
banning 17 coal-tar colors used mainly in lipstick. 
Officials said the colors cannot be certified as harm- 
less for unrestricted use in products which are in- 
tended for internal consumption or which in normal 
use may enter the digestive system. The FDA said 
seven of the colors caused definite injury to labora- 
tory animals and that the other 10 are closely re- 
lated in chemical structure. 

HEW Secretary Arthur S. Flemming recently pre- 
sented 55 honor awards to outstanding department 
employees at the agency’s eighth annual Honor 
Awards ceremony here recently. 

The Public Health Service awarded 28 five-year 
fellowships to scientists in 24 universities and 
schools of medicine and dentistry in 19 states. 

The recipients were recommended by their 
institutions. The total cost of this year’s program, 
including renewals of previous grants, will be about 
2 million dollars. 
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Underweight Children Gain and Retain Weight 
with Nilevar” 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under- 
weight children. 

A highly important feature of the weight gain 

thus produced is that it is not ordinarily mani- 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 
Anorexia and “Weight Lag” Study— Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 15% years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist- 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al- 
though many patients did not Continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


*Brown,S.S.; Libo, H.W., and Nussbaum, A.H.: Norethandrolone 
in the Successful Management of Anorexia and *‘Weight Lag’’ in 
Children, Scientific Exhibit presented at the Annual Meeting of the 
American Academy of Pediatrics, Chicago, Oct. 20-23, 1958. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D.C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
1959 
April 


ACADEMY OF PsyCHOANALYsISs, Philadelphia, Apr. 25-26. Dr. Frances S. 
Arkin, 750 Park Ave., New York 21, Secretary. 

Agno Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P.O. Box 26, Marion, Ohio, Secretary. 

AMERICAN AssociATION For CLerr PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., Iowa City, Ia., Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 
New Orleans 12, Secretary. 

AMERICAN ASSOCIATION FOR THE Stupy or NeopLastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

American Gorrer Association, Drake Hotel, Chicago, Apr. 30-May 2. 
Dr. John C. McClintock, 149% Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PsycuratTnic Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN PsyCHOANALYTIC Associ1aTION, Hotel Sheraton, Philadelphia, 
Apr. 24-27. For information write the Executive Secretary, 36 W. 44th 
St., New York 36. 

AMERICAN VENEREAL DusEAse Association, Johns Hopkins University, 
Baltimore, Apr. 27-28. Dr. S. Ross Taggart, 1325 Upshur St., N. W., 
Washington 11, D.C., Secretary-Treasurer. 

Anizona Mepicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2, Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
PHOTOGRAPHIC AssOCcIATION, Mid-Westerm Sectional Meeting, 
University of Iowa, lowa City, Apr. 24-26. Margaret S. Ames, 640 E. 

Armour, Kansas City 9, Mo., Vice-Chairman. 

Connecticut STaTe Mepicat Association, Hamden High School, Ham- 
den, Apr. 28-30. Dr. William R. Richards, 160 St. Roman St., New 
Haven, Executive Secretary. 

Eastern States Epucation ConrereNnce, New York Academy 
of Medicine, New York City, April 30-May 1, Dr. Iago Galdston, 2 E. 
103 St., New York 29, Secretary. 

Hawau Mepicar Association, Hilo, Apr. 23-25. Mr. Lee McCaslin, 510 
S. Beretania St., Honolulu 13, Executive Secretary. 

INDUSTRIAL MepicaL Association, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

Nesraska State Mepicar Association, Hotel Paxton, Omaha, Apr. 27- 
30. Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

New Jersey, Mepicar Socretry or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P.O. Box 904, Trenton, Executive 
Officer. 

Society or SurnGcEons, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

SourTnern Socrery or ANEsSTHESIOLOGISTS, Dinkler-Tutwiler Hotel, 
Birmingham, Ala., Apr. 23-25. Dr. Ray T. Parmley, 529 N. Hillside St., 
Wichita, 6, Kan., Secretary-Treasurer. 

Sournwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

SrupeENT AMERICAN MepicaL Association, Morrison Hotel, Chicago, Apr. 
30-May 23. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History oF Mepicine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian Institu- 
tion, Washington 25, D. C., Secretary. 

AMERICAN ASssOCIATION ON MENTAL DericreNcy, Hotel Schroeder, Mil- 
waukee, May 19-23. Dr. Neil A. Dayton, Mansfield State Training 
School & Hospital, Mansfield Depot, Conn., Secretary-Treasurer. 

Amenican or Carpro.ocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

Amenican Association, Warwick Hotel, Philadelphia, 
May 6-9. Dr. Bruce S. Roxby, Temple University Health Service, Broad 
St. & Montgomery Ave., Philadelphia 22, Chairman, Committee on Local 
Arrangements. 

AMERICAN FEDERATION FOR CLINICAL ResEARcH, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 3. Dr. George E. Schreiner, Georgetown Univ. 
Hosp., Washington 7, D.C., Secretary. 

AMERICAN GYNECOLOGICAL Society, The Homestead, Hot Springs, Va., 
May 21-23. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OPHTHALMOLOGICAL SocreTy, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 
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AmenricAN Pepratric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AmerICAN PsycHosoMatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y., 
Secretary. 

AMERICAN Society For CLINICAL INVESTIGATION, Haddon Hall, Atlantic 
City, N. J., May 8-4. Dr. S. J. Farber, 550 Ist Ave., New York 16, 
Secretary. 

AMERICAN SocreTY OF MAXILLOFACIAL SuRGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN TruDEAU Society, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

AMERICAN UROLOGICAL ASSOCIATION, WESTERN SECTION, Monterey, Calif., 
May 17-21, Dr. James Ownby Jr., 516 Sutter St., San Francisco, Regis- 
tration Chairman. 

ASSOCIATION OF AMERICAN Puysic1Ans, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

ASSOCIATION OF SURGEONS OF THE SOUTHERN RAILWAY SYSTEM, Nether- 
land Hilton Hotel, Cincinnati, May 4-5. Dr. J. Marsh Frere, 705-9 
Walnut St., Chattanooga 2, Tenn., Secretary. 

Fiorma Mepicar Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

Georoia, MEepIcaL AssociATION oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

STATE MeEpicaL Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 S. Main St., Monmouth, Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, ALABAMA SURGICAL SECTION, 
Erskine Hotel, Huntsville, May 21-22. Dr. E. V. Caldwell, 2515 Me- 
morial Pkwy., S. E., Huntsville, Ala., General Chairman. 

INTERNATIONAL COLLEGE OF SURGEONS, NEw York STATE SecTION, Con- 
cord Hotel, Kiamesha Lake, May 28-31. Dr. Milton S. Weinberg, 3741 
75th St., Jackson Heights, N. Y., Chairman, Arrangements Committee. 

Kansas Mepica Society, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lovu1stana STATE Mepicar Society, Roosevelt Hotel, New Orleans, May 
4-6. Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

MASSACHUSETTS MeEpIcAL Society, Hotel Statler, Boston, May 19-21. Dr. 
Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 

Minnesota STATE Mepicat Association, Hotel Duluth, Duluth, May 
25-27. Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississippi STATE Mepicat AssociaTiIon, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL CONFERENCE ON Wori~p HEALTH (SECOND), Statler Hotel, 
Washington, D. C., May 7-9. Mr. Philip E. Nelbach, National Citizens 
Committee for WHO, 1790 Broadway, New York 19, Executive Secretary. 

NATIONAL TUBERCULOSIS AssocIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

Nevapa ACADEMY OF GENERAL Practice, Hotel Riverside, Reno, May 21- 
23. For information write Dr. Roy M. Peters, 495 S. Arlington Ave., 
Reno, Nev. 

New Mexico Mepicat Society, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicat Society or THE STATE Or, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

NortH CarouinA, MepicAL Society OF THE STATE oF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Nortu Dakota STATE MEDICAL AssociATION, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

OcpEN SurGIcAL Society, Ogden, Utah, May 20-22. Dr. O. E. Grua, 412 
First Security Bldg., Ogden, Utah, Secretary. 

Onto VALLEY ProcToLocic Society, French Lick, Ind., May 14. Dr. 
Gerson Carmel, 214 Doctors Bldg., Cincinnati 2, Secretary. 

Paciric Coast Oro-OpHTHALMOLOGICAL Society, Hotel Riviera, Las 
Vegas, Nev., May 3-7. Dr. Homer E. Smith, 686 Twelfth Ave., Salt 
Lake City 3, Utah, Executive Secretary-Treasurer. 

Ruopve Istanp MeEpicat Society, Providence, May 12-13. Mr. John E. 
Farrell, 106 Francis St., Providence 3, Executive Secretary. 

Society or AMERICAN BacTERIOLOGISTS, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 
6, Wis., Secretary. 

Society ror PepiaTric REsEARCH, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Sourn MeEpicaAL Association, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

SyMpostuM ON METAL-BINDING IN MEDICINE, Hahnemann Medical College, 
Philadelphia, May 6-8. For information write Dr. Marvin J. Seven, 
Hahnemann Medical College, 230 N. Broad St., Philadelphia 2. 

Wisconsin, State Mepicar Society or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P. O. Box 1109, Madison 1, 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PuysicIANs, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P. O. Box 7011, Denver 6, Secretary. 

AMERICAN COLLEGE OF ANGIOLOGY, WORLD CONFERENCE ON ANGIOLOGY, 
Marlborough Blenheim Hotel, Atlantic City, N. J., June 5-7. Dr. Alfred 
Halpern, 11 Hampton Court, Great Neck, N. Y., Executive Secretary. 

AMERICAN COLLEGE OF CuEst PuysiciAns, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E, Chestnut St., Chicago 11, Executive 
Director. 


(Continued on page 32) 
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Proven 


in over three years of clinical use 
in over 600 clinical studies 


Specific 


FOR RELIEF OF ANXIETY 
AND MUSCLE TENSION 


Selective 


Does not interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Miltown 


Ge. ed: 400 mg. scored tablets, 00 mg. sugar-coated tablets. 
ay WALLACE LABORATORIES, New Brunswick, N. J. 
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Fostex’ 


treats their acne while they wash 
..» AND THIS IS HOW IT WORKS 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. It unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands, 
Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions ... 
enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 

*sodium lauryl sulfoacetate, sodium alkyl! aryl polyether sulfonate 


and sodium dioctyl sulfosuccinate. 
FOSTEX CREAM FOSTEX CAKE 
in 4,5 oz, jars ...in bar form 


Write for samples 


WESTWOOD PHARMACEUTICALS 


Buffalo 13, New York 


MEETINGS 
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AMERICAN DerMATOLOGICAL Association, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

AMERICAN Diaperes Association, Chalfonte-Haddon Hall, Atlantic City, 
N. J., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St., New York 17, 
Secretary. 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Claridge Hotel, Atlantic 
City, N. J., June 11-14. Dr. Jerome K. Merlis, University Hospital, 
Baltimore 1, Secretary. 

AMERICAN GASTROENTEROLOGICAL AssociATION, Claridge Hotel, Atlantic 
City, N. J., June 5-6. Dr. Franz J. Ingelfinger, 69 E. Newton St., Boston 
18, Secretary. 

American Gastroscopic Society, Atlantic City, June 7. Dr. Arthur M. 
Olsen, 200 First St., S. W., Rochester, Minn., Secretary-Treasurer. 

American Geniatrics Socrety, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. L., 
Secretary. 

AMERICAN Association, Traymore Hotel, Atlantic City, N. J., 
June 8-12. Dr. F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10, 
Executive Vice-President. 

AMERICAN MEDICAL WoMEN’s ASSOCIATION, Sheraton Ritz Carlton Hotel, 
Atlantic City, N. J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NeEvROLOGICAL AssociaTION, Claridge Hotel, Atlantic City, 
N. J., June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, 
Secretary. 

AMERICAN OrntHorepic Association, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsey Straub, 535 E. 70th St., New York 
21, Secretary. 

AMERICAN PuysicaL THERAPY AssocIATION, Hotel Leamington, Minne- 
apolis, June 21-26. Miss Annetta Cornell Wood, 1790 Broadway, New 
York 19, Executive Director. 

AMERICAN ProcTroLocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

AMERICAN RHEUMATISM AssocIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

AMERICAN THERAPEUTIC Socrety, Shelburne Hotel, Atlantic City, N. J., 
June 4-7. Dr. Oscar B. Hunter Jr., 915-19th St., N. W., Washington 6, 
D. C., Secretary. 

ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, INc., Atlantic City, N. J., 
June 8-12. Dr. Lorand V. Johnson, 10515 Carnegie Ave., Cleveland 6, 
Secretary-Treasurer. 

Catuo.ic HospiTaAL ASSOCIATION OF THE UNITED STATES AND CANADA, 
St. Louis, June 1-4. Mr. M. R. Kneifl, 1438 S. Grand Blvd., St. Louis 4, 
Executive Secretary. 

GASTROENTEROLOGY RESEARCH Group, Claridge Hotel, Atlantic City, N. J., 
June 4. For information write Dr. Charles F. Code, Mayo Clinic, Roches- 
ter, Minn. 

Ipano STATE MepiIcaAL AssociaTiIon, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

INTERMOUNTAIN PepraTric Society, Sun Valley, Idaho, June 26-28. Dr. 
J. R. Newton, Memorial Medical Center, 2000 S. 9th E., Salt Lake City, 
Utah, Publicity Chairman. 

INTERNATIONAL CARDIOVASCULAR Society, NorTH AMERICAN CHAPTER, 
Hotel Shelburne, Atlantic City, N. J., June 6. Dr. Paul T. DeCamp, 
3503 Prytania St., New Orleans, Secretary. 

Marne Mepicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Mepicat Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

Society For INVESTIGATIVE DerMATOLOGY, Ritz Carlton Sheraton Hotel, 
Atlantic City, N. J., June 6-7. Dr. Herman Beerman, 255 S. 17th St., 
Philadelphia 3, Secretary. 

Society or BioLoGicaL Psycuiarry, Claridge Hotel, Atlantic City, N. J., 
June 13-14, Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Society or Mepicine, Palmer House, Chicago, June 18-20. 
Dr. Morris T. Friedell, 104 S. Michigan Ave., Chicago 3, Chairman, 
Press & Public Relations Committee. 

Sourn Dakota Stare Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist Nationa] Bank 
Bldg., Sioux Falls, Executive Secretary. 

THe Enpvocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Wyominc STATE MeEpiIcaAL Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 

July 


AMERICAN Society oF Faciat Piastic SurGERy, New York City, July 17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Society OF X-RAY TECHNICIANS, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Ornecon CaNnceR CONFERENCE, University of Oregon Medical School, 
Portland, July 16-17. Dr. Martin A. Howard, 1115 S. W. Taylor St., 
Portland 5, Ore., Chairman. 

Rocky Mountain Cancer ConrereNcE, Brown Palace Hotel, Denver, 
July 22-23. Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 
AMERICAN CONGRESS OF PHysICAL MEDICINE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 
(Continued on page 34) 
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Administered immediately after surgery, 
parenteral Ritalin quickly arouses your 
anesthetized patient—decreasing barbitu- 
rate after-effects and postoperative com- 
plications and minimizing the need for 
extended recovery-room care. 


Ritalin has further been shown to be “ef- 
fective in initiating respiration in patients 
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after prolonged apnea due to central re- 
spiratory depression during anesthesia 
and in counteracting respiratory depres- 
sion in the newborn.”" 


1. Gale, A. S.: Anesthesiology 19:521 Uuly-Aug.) 
1958. 


after barbiturate anesthesia... 


~ parenteral Ritalin 


“... shortened recovery time to an 
appreciable and statistically significant degree.” 


SUPPLIED: Parenteral Solution: Multiple- 
dose Vials, 10 mi., each vial containing 100 mg. 
Ritalin hydrochloride and 100 mg. lactose in lyo- 
philized form. 

Ritalin Parenteral Solution may be obtained from 
your local pharmacist. 


RITALIN® hydrochloride (methylphenidate hydrochloride CIBA) 


SUMMIT, N.J. 


~ 


AMERICAN Duere ric Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

Amenican Hosprrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VeTeRtNarny Mepicar Association, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E. Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

BroLocicaL Association, INc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P. O., New York 17, Executive Secretary. 

NATIONAL Mepicar Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1108 Church St., Norfolk, Va., Secretary. 

Nevapa Sratre Mepicar Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev:, Chairman. 

Rocky Mounrarn Rapro.ocicar Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

West Vincrsta State Mepican Association, The Greenbrier, White 

Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P.O. Box 1031, 

Charleston 24, Executive Secretary. 


September 


AMENICAN ASSOCIATION OF Mepican Sheraton-Blackstone Hotel, 
Chicago, Sept. 24-26, Dr, Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OsSTETRICIANS AND GyNECOLOGIsSTS, The 
Homestead, Hot Springs, Va., Sept. 10-12. Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts, Jr., 
8400 Spruce St., Philadelphia 4, Secretary. 

Amenican Coiiece or GAsTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AmenicaAN CouLece or Surncrons, The Traymore Hotel, Atlantic City, 
N. J., Sept. 28-Oct. 2. Dr. Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 

Amenican CoLLece or SunGEoNs, Onto Cuaprer, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr. Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AMERICAN ROENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Seoretary. 

AmeEnican Socrery or Parno.ocists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E. Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OpsTETRICIANS AND GyNecoLocists, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

or AMERICAN The Palmer House, Chicago, Sept. 
6. Dr. Arthur H. Dearing, Suite 2115, Prudential Plaza, Chicago 1, 
Executive Director. 

Cotonavo Srare Mepicar Socrery, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

Kentucky Strate Mepicat Association, Columbia Auditorium, Louis- 
ville, Sept. 22-24, Mr. Joseph P. Sanford, 1169 Eastem Pkwy., Louis- 
ville 17, Ky., Executive Secretary. 

MARYLAND, MepicaL AND CurnuRGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

Meprcat Procress Assemary, Tutwiler Hotel, Birmingham, Ala., Sept. 
13-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MricuiGan State Mepicar Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ConTinent Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MonTANA Mepicat Assocrarion, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

AMERICAN FEepERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

Onecon State Mepicat Socrery, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

Unrrep States Section, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran Stare Mepicar Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WasHIncTON STATE MepicaL AssociaTION, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Worip Mepicar Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY PsycHosoMATiC Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 
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AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY oF PepraTrics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Recorp Liprarians, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

American CoLLeGe or Crest Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N.M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

Amenican CoLLEGE oF PREVENTIVE MeEpicine, Hotel Ambassador, At- 
lantic City, N.J., Oct. 21-22. Dr. John J. Wright, P.O. Box 1267, 
‘Chapel Hill, N. C., Secretary-Treasurer. 

American HEART Association, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN MEDICAL Warrrers’ Association, St. Louis, Oct. 2-3. Dr. 
Harold Swanberg, 510 Maine St., Quincy, IIl., Secretary. 

AMERICAN OrorHINOLOGIC SocIETY FOR PLAsTIC SURGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycuiatTRic Association, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

American Pusiic Heattu Association, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 

AMERICAN ScHoort Association, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SocreTyY OF ANESTHESIOLOGISTS, INc., Americana Hotel, Bal 
Harbor, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN or Faciat Priastic SurncEery, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Socrety OF PLASTIC AND RECONSTRUCTIVE SURGERY, Hotel 
Fountainebleau, Miami Beach., Fla., Oct. 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN Society oF TROPICAL MEDICINE AND HyGrene, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

ASsocIATION OF Lire INSURANCE MeEpicaL Drrectors OF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, 
Prudential Insurance Co., P.O. Box 594, Newark 1, N.J., Secretary. 

ASSOCIATION OF MEDICAL ILLUsTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey 
Ave., Omaha 5, Corresponding Secretary. 

CENTRAL NEUROPSYCHIATRIC ASSOCIATION, Hotel Roosevelt, New Orleans, 
Oct. 16-17. Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

ConGress OF NEUROLOGICAL SURGEONS, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

DevLaware, Mepicar Society or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

INDIANA STATE MepicaL Association, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

New Hampsurre Mepicat Society, Equinox House, Manchester, Vt., 
Oct, 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct. 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

VERMONT STATE MEDICAL Society, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 

ViaciniA, Mepicat Socrety or, Hotel Roanoke, Roanoke, Oct. 4-5, Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

WestTeRN INpusTRIAL MepicaL Association, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

WEsTERN OrntHopepic Association, Brown Palace Hotel, Denver, Oct. 

18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 

Secretary. 

November 


AMERICAN AssocIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr. F. Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

AMERICAN FractTurRE AssociATion, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, III., 
Executive Secretary. 

ASSOCIATION OF AMERICAN Mepicat CoLieces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIL, 
Executive Director. 

ASSOCIATION OF MiLiTARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D.C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 
6, D. C., Executive Secretary. 

CenTRAL Socrety For C.iinicaL Researcn, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Secretary. 

District or CotumsiA, MEDICAL Society or, Statler-Hilton Hotel, Wash- 
ington, D.C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D.C. 


(Continued on page 36) 
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chemicals, or clothing 
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Virtually non-irritating and 
non-sensitizing, STEROSAN- 
Hydrocortisone is also odor- 
less, non-greasy, non-stain- 
ing, and scarcely perceptible 
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Sterosan®-Hydrocortisone (3% 
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hydrocortisone) Cream and Oint- 
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GasTRoENTEROLOGY Reseancu Grover, Drake Hotel, Chicago, Nov. 6. 

For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

Society, Ivc., Statler Hotel, Detroit, Nov, 12-14. Mrs. 
Marjorie Adler, 660 S, Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

InTeRsTATE PosTGRADUATE MepicaL Association OF NORTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Secretary. 

NATIONAL Procro.ocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

Nationa Socrery ror CurpreNn Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mip-Westr Socrery, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicas. Associarion, Santurce, Nov, 22-26. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 
or Nonrn America, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald §. Childs, 713 E. Genesee St., Syracuse 2, 

N. Y., Secretary-Treasurer. 

Sovurmern Mepicar Association, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 

Western SuncicaL Association, The Broadmoor, Colorado Springs, Colo., 

Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 

Secretary. 


. December 


New York Heanr Association, Symposium on Salt and Water Metabo- 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman, 


1960 
January 


AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N, Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY oF OntTHoPpAEDIC SuRGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Nortuwest Socrery ror Reseancn, Seattle, Jan. 9. Dr. John 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


February 


AmenicaN AcApemMy or OccupaTIONAL Mepicine, Williamsburg Inn, 
Williamsburg, Va., Feb, 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D.C., Secretary. 

AMERICAN CoLLece or ALLERGISTS, INc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

American or Roosevelt Hotel, New Orleans, Feb. 
3-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

Cenrrat Surcican Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr, Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

Socmety or UnNiversrry Sunceons, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


March 


AMERICAN Broncno-EsoPpHAGOLOGICAL AssociaTION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16, Dr. F. Johnson Putney, 1712 Locust 
St., Philadelphia 3, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17, Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AmenicaAn OroLocicat Socrry, Deauville Hotel, Miami Beach, Fla., 
Mar. 13-14, Dr, Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN OrorninoLocic Socrety ror Plastic SurGERY, INc., Deau- 
ville Hotel, Miami Beach, Fla., Mar, 6-13. Dr. Joseph G. Gilbert, 75 
Barberry Lane, Roslyn Heights, N. Y., Secretary. 

CacirorntA Mepicar Association, Hotel Ambassador, Los Angeles, Mar. 
13-16. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

NATIONAL Heattn Counci., Nationa Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL ScLerosis Socrery, New York City, Mar. 8, Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

NevurosurcicaAL Society or AMenica, Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

SOUTHEASTERN Suncicat Concress, Roosevelt Hotel, New Orleans, Mar. 
21-24. Dr. B. T. Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

April 


AMERICAN COLLEGE OF OBSTETRICIANS AND GyNEcOLOGISTS, Netherland 
Hilton Hotel, Cincinnati, Apr. 3-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Franz J. Ingelfinger, 65 E. Newton St., Boston 
18, Secretary. 
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INTERNATIONAL AND FOREIGN 
1959 


April 


ASsOcIATION OF SURGEONS OF Great Britain & IRELAND, London, Apr. 
23-25. Mr. Rodney Smith, 47 Lincoln’s Inn Fields, London, W. C. 2, 
Honorary Secretary. 

INTERNATIONAL ACADEMY oF PaTHOLOGy, Somerset Hotel, Boston, Apr. 
20-25. For information write Miss Margot Davis, 1785 Massachusetts 
Ave., N. W., Washington 6, D. C. 


May 


CONFERENCE ON INTERNATIONAL UNION POR HEALTH EDUCATION OF THE 
Pusuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 

CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF 
Broncul, Madrid, May 29-30. Prof. Jose Abello, Lagasca 13, Madrid, 
Spain, Secretary-General. 

INTERNATIONAL CoNnGREss OF ACUPUNCTURE, Paris, France, May 9-11. 
For information address: 8 avenue Franklin Roosevelt, Paris 8e, France. 

INTERNATIONAL CoNGRESS OF INFECTIOUS PATHOLOGY (SECOND), Milan, 
Italy, May 6-10. Prof. Carlo Zanussi, Via Francesco Sforza, 35-( Istituto 
di Igiene dell’Universita )-Milano, Italy, General Secretary. 

INTERNATIONAL CONGRESS ON IRRADIATION OF ENDOCRINE ORGANS, 
Amsterdam, May 30-June 1. For information, write: Dr. Johanna M. 
van Went, Banstraat 30 hoek de Lairessestraat, Amsterdam Z I, 
Nederland. 

INTERNATIONAL HospirAL EQuipMENT & MEDICAL SERVICE EXHIBITION 
(Seconp), Empire Hall, London, May 25-30. Mr. W. R. Kern, 40 
Gerrard St., Piccadilly, London, W. 1, England, Organizer and Director. 

INTERNATIONAL SYMPOSIUM ON THE PREVENTION OF BACTERIAL REsIST- 
ANCE TO AntTipioTics, Perugia, Italy, May 1-3. For information write: 
Segreteria de) Simposio, Clinica Ostetrica e Ginecologica, Policlinico, 
Perugia, Italy. 

INTERNATIONAL VETERINARY CoNGnress, Madrid, Spain, May 21-27. Dr. 
Jac Jensen, Belstraat 168, Utrecht, Netherlands, General Secretary. 
Mippie East Mepicat Ass—eMBLy, American University of Beirut, Leba- 
non, May 8-10. Dr. Calvin H. Plimpton, American University of Beirut, 

Beirut, Lebanon, Chairman. 

AssemBiy, Geneva, May 12 (three weeks). For informa- 
tion write: World Health Organization, Palais des Nations, Geneva, 
Switzerland. 

June 


CANADIAN ASSOCIATION OF PHYSICAL MEDICINE AND REHABILITATION 
(71H ANNUAL MEETING), Lord Nelson Hotel, Halifax, N. S., June 4-6. 
Dr. M. Mongeau, 6265 Hudson Rd., Montreal 26, Que., Secretary. 

CANADIAN FEDERATION OF BIOLOGICAL SocreTiEs (CANADIAN PHYSIOLOGI- 
cAL PHARMACOLOGICAL SocreTy oF CANADA, CANADIAN 
ASSOCIATION OF ANATOMISTS, CANADIAN BIOCHEMICAL Society), Uni- 
versity of Toronto, Toronto, Ont., Canada, June 9-11. Dr. E. H. Bensley, 
Room 710, The Montreal General Hospital, Montreal 25, Que. 

CANADIAN PusLic HEALTH ASSOCIATION (JUBILEE MEETING), Sheraton 
Mount Royal Hotel, Montreal, Que., June 1-3, Dr. G. W. O. Moss, 
150 College St., Toronto 5, Ont., Honorary Secretary. 

CONGRESS AND INTERNATIONAL Exuisir OF TECHNICIANS OF HEALTH, 
Pare des Expositions, Porte de Versailles, Paris, France, June 9-12. For 
information write the Secretariat of the Congress, 37, rue de Montholon, 
Paris Ye, France. 

INTERNATIONAL CONFERENCE ON MEpIcAL ELectrronics, UNESCO Bldg., 
Paris, June 24-27. Dr. F. Brackett, National Institutes of Health, 
Bethesda 14, Md., Regional Program Representative. 

INTERNATIONAL FertiLtity Association, Amsterdam, Netherlands, June 
7-13. For information address: Dr. B. S, ten Berge, Women’s Hospital, 
Groningen, Netherlands. 

INTERNATIONAL Hosprrat ConGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 

IntsH MEpICAL Association, Killarney, June 29-July 3. Dr. Noel Reilly, 10, 
Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 

PAN-AMERICAN CONGRESS ON RHEUMATIC D1sEAsEs, Washington, D. C., 
U. S. A., June 2-6. Dr. Richard T. Smith, West Point, Pa., U. S. A., 
Secretary-General. 


July 


British Mepican Association, Edinburgh, Scotland, July 18-24, For in- 
formation address; The Secretary, British Medical Association, Tavistock 
Square, London, W. C. 1, England. 

CANADIAN MEDICAL Association, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
INTERNATIONAL CONGRESS OF PepiATRICS, Montreal, Que., July 19-25. 
For information address; Dr. R. L. Denton, 2300 Tupper St., Montreal 

25, Que. 

INTERNATIONAL CONGRESS OF PLAsTIC SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England 

INTERNATIONAL CONGRESS OF RapIoLoGy, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL CONGRESS OF SCHOOL AND UNIVERSITY HEALTH (THIRD), 
Paris, France, July 6-8. For information write: Comite d’Organisation 
du Congres d’Hygiene Scolaire et Universitaire, 13, rue du Four, Paris 
6e, France. 

INTERNATIONAL MEDICAL CONFERENCE ON MENTAL RETARDATION 
(Fiast), Eastland Hotel, Portland, Maine, July 27-31. Dr. Ella Langer, 
State House, Augusta, Me., Chairman, Committee on Finance and 
Arrangements. 


(Continued on page 40) 
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other hypotensive agents is inadequate. . . 


and further reduction of blood pressure is desirable. . . 


adding ganglionic-blocking 


INVERSINE 


MECAMYLAMINE HCl 
often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life 


“unnecessary delay must be avoided in establishing ganglion blockade in severe or malignant hypertension” 
Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958, 
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relieve high blood pressure and its manifestations 


INVERSINE 


MECAMYLAMINE HCl 


for moderate, severe, and malignant hypertension 


“When employed under carefully controlled @onditions with adequate attention to 
proper regulation of dosage, mecamylamine [‘INVERSINE’] may be expected to 
reduce blood pressure effectively and to ameliorate various manifestations of hyper- 
tensive-cardiovascular disease. These include such symptems as headache, dizziness, 
vertigo, hypertensive encephalopathy, cerebral or subarachnoid hemorrhage, retin- 
opathy, cardiac hypertrophy and, in some cases, cardiac decompensation.” 


A.M.A. Council on Drugs, New and Nonofficial Drugs: Philadelphia, J. B. Lippincott Co., 1958, p. 285 
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uniformly absorbed 


dosage schedules 


pretreatment with ‘Diuril’, or ‘Diuril’ and rauwolfia, enhances therapy with ‘Inversine’ 
“Pretreatment with chlorothiazide [‘DIURIL’] and rauwolfia reduces the dosage requirement, 
augments blood pressure response, and moderates certain of the side effects of ganglion blocking agents. 
Although such basal therapy is advantageous, unnecessary delay must be avoided in establishing 
ganglion blockade in severe or malignant hypertension.” 

Beem, J. R., and Moyer, J. H.: Geriatrics 13:378, June 1958 


dosage recommendations for new patients 


1. Initiate therapy with ‘DIURIL’ 

‘DIURIL’ is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day, 
depending on severity of the hypertension. 


2. Add other agents 

Other drugs (rauwolfia, ‘INVERSINE’, hydrala- 
zine, etc.) are added as necessary and their dosage 
adjusted according to patient response. 


‘INVERSINE’ is given in the same manner whether 
used with other drugs or alone. Recommended 
initial dosage is 2.5 mg. twice a day, pref- 


A GREATLY IMPROVED GANGLIONIC BLOCKING AGENT 


‘INVERSINE’ 


of the orally effective blocking agents, only ‘INVERSINE’ is completely and 
because it is uniformly absorbed, ‘INVERSINE’ provides predictable, reproducible 
effects with minimal day-to-day fluctuations 
has a gradual onset of effect, reducing the likelihood of sudden drops in blood pressure 


effective in extremely low dosage (orally, 10 mg. ‘INVERSINE’ is approximately 
equivalent to 100 mg. pentolinium, 80 mg. chlorisondamine, 1000 mg. hexamethonium) 


has a long duration of action (6 to 12 hours or longer), permitting convenient 


development of tolerance is not as pronounced as with other ganglionic blocking drugs 


effective in many patients who do not respond to other ganglionic blocking drugs 


Precautions: Side effects of ‘INVERSINE’ are essentially the same as those encountered 


erably after meals. May be increased by 2.5 mg. 
at intervals of no less than two days until desired 
response is obtained. In severe or urgent cases, the 
increments may have to be larger or more fre- 
quent, with the largest dose given preferably at 
noon or in the evening. ‘INVERSINE’ is extremely 
potent and should always be titrated according to 
the patient’s orthostatic blood pressure response. 


8. Adjust dosage of all medication 

The patient must be observed frequently and care- 
ful adjustment of all agents should be made to 
determine optimal maintenance dosage. 


with other ganglionic blocking agents. At the first sign of constipation, vigorous treat- 
ment must be initiated immediately since paralytic ileus may result if constipation is 
unchecked. Patients should be informed how to cope with postural hypotension should this 
occur. ‘INVERSINE’ is contraindicated in coronary insufficiency, organic pyloric stenosis 
and recent myocardial infarction. Additional information on ‘INVERSINE’ and ‘DIURIL’ 


is available on request. 


Supplied: ‘INVERSINE’, tablets of 2.5 and 10 mg. Bottles of 100. 
‘DIURIL’, tablets of 250 mg. and 500 mg. Bottles of 100 and 1000. 


QB merck SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


INVERSINE and DIURIL are trademarks of Merck & Co., Inc 


ae 
: 39 
| 
| 
| 
> 
‘ 
Pe: 
mel 
4 
3 


40 


INTERNATIONAL PSYCHOANALYTICAL AssociaTION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press (4TH Concress), Cologne, 
Germany, July 3-5. Dr. Stockhausen, Brabanterstr, 13, Cologne, Ger- 
many, Secretary-Generai. 

Suaio FounpaTion SymPpostum on CarpiovascuLar Diseases, Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr. Alberto Vejarano, 
Fundacion A. Shaio, Clinica: Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF LimNOLOGy, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL ConGress For THE History oF ScieNcE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL ScrENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

PAN-AMERICAN CONGRESS OF VETERINARY MepicrINE, Kansas City, Mo., 
U. S. A., Aug. 28, Dr, Benjamin D. Blood, P. O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Wortp ConrerRENCE ON Mepicat Epucation, Palmer House, Chicago, 
Ii., U, S. A., Aug. 30-Sept, 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U. S. A. 

Worip Feperation ror Mentat Heartn, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 


ConGress OF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rme de Chateau- 
London, Paris 10, France, Secretary-General. 

European Concnress Or ALLEenGy, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

European Concress oF Istanbul, Turkey, Sept. 18-21. For 
Information address; Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

Society or (SEVENTH CoNnGRrEss), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

INTERNATIONAL CARDIOVASCULAR SociETY, Munich, Germany, Sept. 18-20. 
Dr, Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL ConGress Or Am Po..LuTion, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engineers, 
29 W. 39th St., New York 18. 

INTERNATIONAL CoNnGreEss OF CANCER CyTOLoGy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P. O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL CONGRESS OF NePpHROLOGY, Geneva, Switzerland, and 
Evian, France, Sept. 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 rue de Sevres, Paris 7e, France. 

INTERNATIONAL LeaGue AGArnst RuguMatisM, Istanbul, Turkey, Sept. 
18-21. For information write; Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL SYMPOSIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
Cuemoruerapy, Geneva, Switzerland, Sept. 12-13. For information 
write Dr. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr, T, I. Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General, 

INTERNATIONAL UNION OF THE MeEpICAL Press, Cologne, Germany, Sept. 
21-24, Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Concress ror Puysican THerary, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W, C. 1, England. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JournNnaAL, Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Harper's Bazaar, April, 1959 
“Painless Childbirth: My American Experience,” by Marjorie 
Karmel. 

Expanding an earlier Harper's article about the Pavlov 

method of painless childbirth as practiced in France, 

the author has written a book about her experiences with 


MAGAZINE-—TELEVISION REPORT 


J.A.M.A., April 25, 1959 


this method. Excerpts are printed in this month’s issue, 
with emphasis on the birth of a second child by the Pavlov 
method in an American hospital. 


Life, April 13, 1959 
“What It’s Like to Fly into Space,” by Warren R. Young. 

The author explains how he was jolted, roasted, frozen, 
spun about, and floated weightlessly in air. Acting as a vol- 
unteer and serving as a guinea pig Warren Young, Life Sci- 
ence editor, placed himself in many space machines, 
gradually heightening the violence of each test until it was 
apparent that any further increase would have pulled his 
body apart. During the weightless experiment—in a modi- 
fied Convair 131-B transport plane—the author found that 
physical effects of weightlessness include overfilling of the 
right side of the heart, possible loss of function of the 
upper opening of the stomach, and disturbance of normal 
elimination of body wastes. After discussing this “zero 
gravity experiment,” the author proceeds to review several 
other space experiments with mention of their psychologi- 
cal and physical effects upon the human body. 


Look, April 28, 1959 


“10 Years Have Not Changed a Mother’s Anguish,” produced 
by Patricia Carbine. 
This photographic story tells how 12-year-old Susie Giar- 
dina, afflicted with Cooley’s or Mediterranean anemia, has 
been given 175 pt. of blood during the past decade. 


Nation’s Business, April, 1959 


“Storm Brews Over Vets’ Pensions.” 


Veterans Administrator Sumner Whittier and House Vet- 
erans Affairs Chairman Olin E. Teague have developed a 
sliding scale pension system which is said to be a sounder 
and more equitable national veterans’ benefits program 
than the present system. If passed in Congress this year, 
the bill would give the pensioner with little or no outside 
income a bigger pension than he now gets, but it would 
give less to the pensioner with considerable outside income. 
A complete review of the present and proposed veterans 
program is presented. 


Saturday Evening Post, April 18, 1959 
“Doctors in Court,” by Milton Silverman. 


In part two of this three-part story the author discusses a 
crucial phase of the medical malpractice problem—the diffi- 
culty or even impossibility of obtaining expert witnesses to 
testify in court on the patient’s side. Leading malpractice 
cases and verdicts are cited, followed by a review of Los 
Angeles’ experimental medical expert panel which has been 
organized to improve medicolegal relations. 


The Reporter, April 16, 1959 


“We Must Stop Poisoning the Air,” by Senator Frank Church. 


The Senator offers the following proposal as a way to break 
the stalemate with the Russians at the upcoming meeting 
in Geneva concerning fall-out from nuclear tests: “The 
United States and the United Kingdom shall seek agree- 
ment with the Soviet Union to suspend all nuclear weapon 
tests in the earth’s atmosphere, conditioned upon a work- 
able international control system adequate to detect and 
report any violation. Such a proposal would exclude, for 
the present, any agreement involving suspension of nuclear 
tests occurring underground or in outer space, neither of 
which contributes to the pollution of the air.” The Senator 
argues that if nuclear tests continue unabated, the air will 
be filled with strontium-90, carbon-14, and cesium-137. He 
states that if Sr®°° reaches the designated “permissible” 
limit in the human body, it could increase the incidence 
of leukemia by more than 20%. 
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common 
manifestations 
of gout 


OFTEN INDISPENSABLE 


FOR, 
THE TREATMENT 
OF CHRONIC 
GOUT 


Benemid 


PROBENECID 


a specific for gout 


“As to the use of uricosuric agents in interval treatment of 
symptomless gout, probenecid [‘Benemid’], a benzoic acid 


derivative, is probably the best agent for prolonged use.” 


Age 50, male, severe attacks twice a year for 14 years 


Minor attack of gout 


4 4 


1 2 3 4 
0 YEARS 
0 


Control of gout in therapy with ‘Benemid’, plus adherence to low purine and 


has a most pronounced uricosuric effect 


low fat diet. Two minor attacks occurred during the first year of treatment.5 


«causes marked decrease in serum uric acid 


e acute attacks usually become less frequent and less severe 


e may cause regression in subcutaneous tophi, resorption of osseous tophi 


and recalcification of decalcified bony structure 


e arrests or prevents bone damage, so that need for surgery may be obviated 


e helps return patients to work 


e negligible toxicity 


Supply: 0.5 Gm, tablets, bottles of 100 and 1000. 


Oo) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


Dosage between acute episodes: 0.25 Gm, twice daily for one week, followed by 1 Gm. daily in 
divided doses. (Many clinicians prefer to give ‘Benemid’ and colchicine concurrently. ) 


1. Coodley, E.: Differential diagnosis of rheumatic diseases, Am. Pract. & Dig. Treat. 9:1238, Aug. 1958. 
2. Hench, P. S.: Gout and gouty arthritis, in Cecil, R. L.: A textbook of medicine, ed. 9, Phila., W. B 
Saunders Co., 1955, p. 651, 656. 3. Lockie, L. M.: 


Symposium on gout: Diagnosis, Metabolism 6:269, May 
1957. 4. Kuzell, W. C.; Schaffarzick, R. W.; Naugler, W. E.; Koets, P.; Mankle, E. A.; Brown, B., and 
Champlin, B.: Some observations on 520 gouty patients, J. Chron. Dis. 2:645, 1955. 5. Bartels, E. C.: 
Symposium on gout: Treatment of gout, Metabolism 6:297, May 1957. 


“BENEMID’ IS A TRADEMARK OF MERCK & CO., INC. 
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! 
1 Fast relief 2 Replacement therapy ! 3 Relaxation 
of irritability, anxiety, with estrogens helps i of skeletal muscle 
tension, insomnia. restore endocrine balance; | tension; relieves 
Miltown acts in relieves vasomotor and =| | low back pain, 
30 minutes. metabolic disturbances. tension headache. 


Supplied in two potencies for dosage flexibility 


Milprem-400 
Each tablet contains 400 mg. Miltown (meprobamate) 
and 0.4 mg. conjugated estrogens (equine); bottles of 60. 


Milprem-200 
Each tablet contains 200 mg. Miltown (meprobamate) 
and 0.4 mg. conjugated estrogens (equine); bottles of 60. 


Dosage for either potency: One tablet t.i.d. in 
21-day courses with one-week rest periods; 
should be adjusted to individual requirements. 


Literature and samples on request 


WALLACE (Vr) LABORATORIES, New Brunswick, N. J. = 
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has a two-inch: 
rectal tube’ 


A rectal tube, inserted over two-inches; - 

may cause tearing of the mucosa or perforation. : 
For safety and efficacy, insist on 

FLEET ENEMA Disposable Unit with the 
two-inch, anatomically correct, pre-lubricated 
rectal tube.? Each hand-size, squeeze bottle, 
contains per 100 cc, 16 Gm, sodium biphosphate 
and 6 Gm. sodium phosphate. Adult Size, 

4% fl. oz.... Pediatric Size, 2% oz. 


Also gentle, prompt, thorough:. PHOSPHO 
(Fleet), a saline laxative of choice =). 4.48 gm sodium 
biphosphaté, 18 gm sodium phosphate per 100 cc. 


Pratt, J, H. and Jack- 

mun, R, Proc. Staff Meeting, Mayo 

Clini TT; 1945. 2. “Injuries to 
bowel a¢ result of an enema”, Frech, C. and La Jr., Am. Ji. 
& Gyn. 741146, 1957. Bookmiiler, and G: L.; “Text. 
book ef Obst, and Obst. Nursing”, 3rd Bd., Saunders, 1952. 


Cc. B. PLEST CO., INC., Lynchburg, Virginia 
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Overeating 25 Mis. Hyde's substitute for the Overweight Mrs. Geller rebelled at the mo 
family life she used to have. The mort ning coffee notony of ho cpa hain chores and the antics of 
klatsch carried her ’til the afternoon bridge game, her s¢ children added tension to n 
when she nibbled on snacks until dinner. Now Eating became an outlet for her emotions. | 

an Ambar #1 Extentab each morning controls Ambar #2 Extentab,° an cri 

her nibbling, while the temptations of social eat- of 10 mg. methamphetamine hydrox | 

ing are overcome with a timely supplementary 1 gr. phe snobarbit 1 nel only curb 
Ambar Tablet, 33 mg. methamphe- tite, but by aiding in a renewal of sardine inter- 


d 
3 tite 
tamine hydrochloride and 14 gr. phenobarbital. ests, tempered her reactions to minor irritations. 


Successful olt runs a fine business and 
eats lunches and dinners in the best r urar 
He attacks his f 1 with tne same deter 


ie) 


phetamine hydrochloride with 1 gr. problen 


0 Ambar *2 Extentabs.° his 


} 
| om. 44 | 
Obesity 20d Mrs. Adams seem inseparable. She 
Ae . has tried all the current diet fads her friends, rela- 
LIV nd tne y = 
She says they don t work. She knows how unrelenting that made hima business success. Because eating 
ha tri tr thatd ep ha Overeating chic ol ett rtne minor anx and tru ld 
ire the frustrations that drive her to overea utle 
+) lit ha n hi z 
i ms. methan 1. An Ambar regimen will help contr 
and ttn Same time |i nis Mood 
Pea ohenobarbital appetite and at tne same time C Nis 
Ws Uf 
ij 
/ 
AMBAR™ (methamphetamine and phenobarbital) AH Robins ( t Vir \a Ulin 
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Urticaria? 


Dimetane works to relieve the symptoms in urticarial reactions, 
as it does in allergic rhinitis, atopic and contact dermatitis. The 
summary conclusion of extensive clinical studies to date: 
Dimetane provides unexcelled antihistaminic potency with 
minimal side effects—in the whole gamut of allergic disorders. 


For your patient with allergic symptoms prescribe Dimetane, 
available in ne following forms: ORAL: Extentabs’ (12 mg.), 
Tablets (4mg.), Elixir (2mg./5 cc.). PARENTERAL: Dimetane-Ien 
[Robins il Injectable (10 mg./cc.) or Dimetane-100 Injectable 


(100 mg./cc.). A. H. Robins Co., Inc., Richmond 20, 
Virginia. Ethical Pharmaceuticals of Merit Since 1878. 


(PARABROMDYLAMINE 
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RTHRITIS 


THE FIRST MEPROBAMATE-PREDNISOLONE THERAPY 


relieves both painful muscle spasm 
and disabling joint inflammation 


MEPROLONE is the first antirheumatic-antiarthritic designed to relieve simultaneously painful 
muscle spasm, joint inflammation and swelling, physical distress . . . to help prevent disability 
and accelerate return of normal function. 


SUPPLIED: Multiple Compressed Tablets: MEPROLONE-1—1.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-2—provides 2.0 mg. prednisolone in the same formula as MEPROLONE-1 (bottles of 100). 
Meprolone is a trademark of Merck & Co., Inc. 


mQo MERCK SHARP & DOHME vision of MERCK & CO., INc., Philadelphia 1, Pa. 


49 
: 
: 
2 
| 
u 
Tie 
4 
ja 
= 


J.A.M.A., April 25, 1959 


NATIONAL ORGANIZATIONS OF MEDICAL INTEREST 


SOCIETY PRESIDENT SECRETARY MEETING 
AMERICAN MEDICAL ASSOC IATION... Gunnar Gundersen, La Crosse, Wis anal F. J, L. Blasingame, 535 N. Dearborn St., Chicago 10........| Atlantic City, N. J., June 8-12 
Aero Medical Association........ M. 8. White, Wash: D.C , a ii. Sutherland, ~~ 0. Box 26, Marion, Ohio -|Los Angeles, Apr. 27-29 
American 
Academy for Cerebral William J, Green, 15.. ..| Ray Rembolt, Univ, Hosps., lowa 
Academy cf Allergy....... rancis C, Lowell, Boston 14.. “|Mr. James 0: Kelley, 756 N. Mil | Hollywood by-the-Sea, Fla., 
an. 
Academy of D & Syphilology..|James R. Webster, Chicago 2............. R. Mayo Clinic, Rochester, Chicag>, Dee. 6-11 
Academy of General Holland T. Jackson, Fort Worth, Tex... ~ ‘ahal, Volker Blvd. at Kansas 
Academy of Neurology ..| Francis M. Forster, 7, D. M. Fol City Hosp. Boston. 
Academy of Occupational Medicine. ht. F. Buchan, Newark 2, N. Blaney, 1801. Walnut &., Philadelphia 
* Academy of Ophth. & Otolaryn. John H. Dunnington, New York 32. ‘|W. L. Benedict, 15 Second St., 8.W. Rochester, Chicago, Oct. 11-16 
yy Academy of Orthopaedic Surgeons... H. Reton McCarroll, St, Louis, Mo.........Mr. John K, Hart, 116 8. Michigan Ave., Chicago 3. 
SS Academy of Pediatrics James C. Overall, Nashville 3, Tenn........./E. H. Christopherson, 1801 Hinman Ave., Evanston, Iil.........|Chicago, Oct. 
" Academy of Tuberculosis Physicians... Matico M. Bueno, New Bedford, Mass... Oscar 8. Levin, P. O. Box 7011, Denver 6, Colo............... Atlentio City, x 3. June 6 
: Assn. for the History of Medici Owsei Temkin, Baltimore 5 _.../J0hn B. Blake, Smithsonian Institution, Washington 25, D.C.|Cleveland, May 21-23 
z Asan. for the Study of Neoplastic Diseases Roseoe W. Teahan, Philadelphia... Bruce H. Sisler, P. O. Box 268, Gatlinburg, Tenn... : 
23 Assn. for the Surgery of Trauma Truman G. Blocker Jr., Galveston, “Pexas| William T. Fitts Jr., 3400 Spruce St., P hiladelphia | ‘| Bretton Woods, N. H.. Sept. 24-26 
Aasn. for Thoracic Surgery............. ‘|Michael E. DeBakey, Houston, Tex.. Hiram T. Langston, 7730 Carondelet Ave., St. 1is 
‘ Assn. of Anatomists -__.s-,| Davenport Hooker, New Haven Ly Gonn.|L. B, Fletner, Univ. of Pa, School of Med., Philadelphia 4... 
: Assn, of Blood Banks. A ..|Ralph M. Hartwell, New Orleans 16......../John B, Alseyer, 1211 W. Washington, Phoenix, Ariz... 
af Assn. of Genito-Urinary Surgeons. J. A. Taylor, New York 22 William J. Engel, 2020 E. 93rd St., Cleveland 6 
Assn, Immunologists... .. Joseph E. Smadel, Bethesda i4, Md.........|Caldron Howe, 630 W. 168th St., New York 32..... 
“39 Assn. of Medical Clinics J. W. St. Geme, Los Angeles..... Davis, 134 N. Washington St., Marion, Ind ..|Chicago, Sept. 24-26 
y Assn. of Neuropathologists. K. L. Scharenberg, Ann Arbor, Mic A 723 w. 168th St., New York 32..... at 
rier Assn. of Obstetricians & Gynecologists...|Joe V. Meigs, Boston i ‘IE. Stewart Taylor, 4200 East ath Ave., Denver Hot Springs, Va., Sept. 10-12 s 
hy Assn. of Pathologists & ~weaeninionenen Alan R. Moritz, Cleveland............. Russell L. Holman, 1542 Tulane Ave., New Orleans 1 
; Assn. of Plastic Surgeons. Lyndon A. Peer, East Orange, N. _|Herbert Conway, 525 E. 68th St., y York 2 .| Boston, May 13-15 
of Railway Surgeons A. A. Nygood, Chicago 6 Chester C. Guy, 5800 Stony Island “Ave., Chicago 3 
on Menral Deficiency..... George Tariain, Pomona. Calif. |Neil A. Dayton, P. O. Box 96, Willimantic, Conn.............. .| Milwaukee, May 19-23 
ho-Esophagological Assn............. Verling K. Hart, N.C. Johnson Putney, 1719 Rittenhouse Square, Philadeiphia..| Miami Beach, Fla., Mar, 15-16 
Clinical & Climatological W. Thorn, Boston Billings, 420 Medical Arts Bidg., Nashville, 
rings, Va., Nov. 2- 


College of Allergists. Merle W. Moore, Portland 5, Coleman Harris, 450 Sutter St., San Francisco 
Conese of Cardiology George W. Calver, Washington, D. C. Philip Reichert, 480 Park Ave., New York 22... Philadelphia, May 29 
: College of Chest Physicians... Donald R. McKay, Buffalo, N. Y.. Mr. Murray Kornfeld, 112 E. Chestnut 8t., Chicago il.. .| Atlantie City, June 3 
cr College of Gastroenterology. Frank J. Borre!li, New York * .|Mr. Daniel Weiss, 33 W. 60th St., New York .| Los Angeles, Sept. i928 
a College of Obstetricians & Gynecologists John I. Brewer, Chicago 3......... ..|Mr. Donald F. Richardson, P.O. Box 749, Chicago ‘90. Cincinnati, Apr, 3-6 
us College of Physicians Dwight L. Wilbur, San Francisco 2. Mr. E. K. Loveland, 4200 Pine 8t., Philadelphia 4. .|Chicago, Apr. 20-24 
Col. Louis C, Kossuth, Colorado Springs|John J. Wright, P. O. Box 1267, € hhape 1 Hill, N. Atlanuc Cny, XN. 4., Oct. 21-22 


College of Preventive Medicine... 


Vincent W. Archer, Charlottesville, Va...)Mr. W. C. Stronach, 20 N. Wacker or. Chicago 6. 


College of Radiology 


College of Surgeons Newell W. Philpott, Montreal.................... Michael L. Mason, 40 E. Erie St., Chicago 11....... .| Atlantic City, N. J. 2 
Congress of Physical Med. & Rehab... ‘|Arthur C, Jones, Portland, Ore. A mag? Baker, One Tilton St., San Mateo, Calif -|Minneapoli 
4 Dermatological Assn. . Lamar Callaway, Durham, N. C........... ley M. Sams, 25 Southeast 3a Ave., Miami, Fla.. Atlantie City, N. J 

Diabetes Assn Alexander Boston 15. Paul Sheridan, 3 East 45th St., New York 17. Atlantic ity, N. June 6-7 

‘ Electrocephalographic Society..................|W. T. Libe Northampton, Mass.........|Jerome K. Merlis, Univ. Hosp., Baltimore 1... -| Atlantie City, N. J., June 11-14 

yi Federation for Clinical Research............. Albert I. Mendeloff. Raltimore....................{George E. Schreiner, Georgetown Univ. Hosp., - 

Fracture Assn. J Deneen C. Mekeever, Houston, Texas....|H. W. Weilmeriing, 610 Grieshelm Bidg., New Orleans, Nov. 1-5 
Gastroenterological Assn................. io J. Barborka, Chicago 11. ..{F. J. Ingelfinger, 65 E. Newton St., Boston 18. : Atlantic City, N. J., June 5-6 
Gastroscople Edward Berk, Detroit..... “)Artnur M. Olsen, 200 First St. 8.W., Rochester “Minn.........| Atlantic City, N 

Geriatrics Society ‘ "| Warren H. Cole, Chicago 12. Richard J. Kraemer, 2907 Post Rd., Warwick, L....... Atlantic City 

Golter Assn W. H. Cole, Chicago. WE McClintock, 149% Washington Ave., Albany 10, N ... Chicago, Ap 

Gynecological Society... Lewis C, Scheffey, Philadelphia Marchetti, #800 Reservoir Rd., N.W., Washington 7, Hot Springs, Va., 21-23 
Heart Assn. . sti) Robert W. Wilkins, New York. Mr. John D. Brundage, 44 E. 23rd St., New York 1 


Hospital Assn. Ray Amberg, Minneapolis Edwin L. Crosby, 18 E. Division St., Chicago 19..... New York City, Aug. 24-27 


Laryngological Assn ON Fred W. Dixon, Cleveland James H. Maxwell, Univ. Hosp., Ann Arbor, 1 
a Laryn. Rhin, & Otol. Society -. ose) Lawrence R. Boles, Minnea .|C. 8. Nash, 277 Alexander St., Rochester 7, N 
Medical Women's Assn. Elizabeth S. Kahler, Washington. “Dp. Miss Lillian T. Majally, 1790 Broadway, New York 
Medical Writers’ Assn. ..| Morris Fishbein, Chic ...| Harold 510 Maine S8t., Quiney, .. | St. Louis, Oct. 2-3 
Neurological Assn. | J, Alpers, Philadelphia 39... Charles Rupp, 133 South 36th St., Philadelphia .| Atlantic City, N. J., June 15-17 
Be Ophthalmologizal Society.............................]Derrick Vail, Chicago.................. M. C. Wheeler, 30 W. 59th St., New York 19 Hot Springs, Va., May 28-30 
Orthopedic Assn. Leslie Mitchell, Detroit Lee Ramsay Straub, 715 Lake St., Oak Park, Lake Placid, N. Y., June 15-18 
Orthopsychiatric Stanislaus Szurek, New York 19. Marion F. Langer, 1790 Broadway, New York 19... ..| San Francisco, Mar. 30-Apr. 1 
4 Moses Lurie, Boston 15. "Lawrence R. Boies, University Hospital, Minneapolis 14... 
Otorhinologic for Plastic Burgery Raymond 8. Rosedale, Canton 2, Ohio... G. Gilbert, 75 Barberry Heights, N. Y...| Miami Beach, Fla., Mar. 
lediatric Society Joseph Stokes Jr., Philadelphia... McGuinness, uebec St., Washington 8, D. Buck Hill Falls, Pa., May 6 
Physicians Art Assn............ Gwartney, San Bernardino, Calif. Kurt F. Falkson, 78th St., York 
Physiological Society Hallowell Davis, St. Louis, Mo.. Ray G. Dagegs, 3850 Wiseonsin ‘Ave., 14, D. C. 
Proctologic Society iuulnmssee.{ Karl Zummerman, Pittsburgh, Pa... | Norman D. Nigro, 10 Peterboro St., ‘Detroit 1..............- Atlantic City, N. J., June 15-18 
Psychiatric Asan | Francis J. Gerty, Chicago 12......... H. Hardin 156 Westminster Lake City hiladelphia, Apr. May 
Psychosomatic Society Milton Rosenbaum, Roosevelt, N. Y.. % Morton F. Reiser, 265 Nassau Rd., Roosevelt, N Atlantic City, N. J., May 2-3 
THIS LIST WILL BE Cc CONTINUED I! NEXT "WEEK Ss. JOURNAL 


New diuretic-antihypertensive 
at least lO times more active 
than chlorothiazide... 


(hydrochlorothiazide CIBA) 


a product of CIBA research, 
for edema and hypertension 
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_ For details, turn to full report from CIBA. 


NEW! 
Y DAVOL 


Extensive clinical experience* in the re- 
pair of tissue defects using USHER’S 
MARLEX MESH indicates outstanding 
properties inherent in this new material. 


© Exceptional Tensile Strength 


® Low Tissue Reaction 

© Non Wettable 

® Outstanding Chemical Resistance 
Minimal Fragmentation 


The American Surgeon, 24: 969-974, 1958. 


USHER’S MARLEX MESH 


RUBBER COMPANY. 


ANNOUNCES 


MARLEX MESH 


A LINEAR POLYETHYLENE SURGICAL MESH 
FOR REPLACING TISSUE DEFECTS © 
PACKAGED STERILE, FREE OF IMPURITIES, ECONOMICAL 


e Inert in Presence of Infection 
@ Non Toxic 
e Soft, Porous, Pliable 


Developed by Dr. Francis C. Usher, 
Clinical Associate Professor of Surgery, 
Baylor University College of Medicine 


For full information write: 


RUBBER COMPANY 
® Dept. M1, Providence 2, Rhode Island 


-*®USHER, FRANCIS C., AND GANNON, J. P.: Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. |. Experimental 
Studies. A.M.A. Arch. Surg., 78: 131-137, 1959. USHER, FRANCIS C., FRIES, J. G., OCHSNER, J., AND TUTTLE, L, L. D., JR: 
Marlex Mesh: A New Plastic Mesh for Replacing Tissue Defects. I!. Clinical Studies A.M.A. Arch. Surg., 78: 138-145, 1959. 
USHER, FRANCIS C., OCHSNER, ‘J., AND TUTTLE, L. L. D., JR.: Use of Marlex Mesh in the Repair of Incisional Hernias. 
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n 90 days. 


“pictures, urinalysem or 
basal durin 


New Orleans communica- 


ott ‘Laboratories, Sept. 30, 1958. 


14 pounds 6 ounces. for - 


THE DRUG: 


DESOXYN Gradumet | 


(Methamphetamine Hydrochloride in Long-Release Dose Form,” Abbott) 


A long-acting anti-obesity drug form whose release rate : 
is totally independent of digestive activity. (bGott : 


*Patent Applied For 
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CHYMARY 


cid mucus 


in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive 
therapy for 60 patients suffering from 
asthma, bronchitis, rhinitis or sinusitis. ‘In 
the majority (48) of these cases, improve- 
ment was demonstrated by easier breathing, 
improved vital capacity, thinning of bron- 
chial secretions, ability to raise sputum more 
freely and a reduction in the amount of ex- 
pectoration.”' In 2 other studies, Chymar 
was used with good success in treating 45 
cases of asthma.’:* Supplied in 5 cc. multi- 
ple dose vials with 5000 Armour Units per ml. 


Also available as Chymar in Oil. 1. Parsons, D. 
J.: Clinical Medicine 5:1491, 1958. 2. Diaz, E.S.: Revista de 
la Confederacion Medica Panamericana §:402, 1958. 3. Diaz, 
E. S.: Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueous is also indicated 
for systemic anti-inflammatory 
action in obstetrics, gynecology, 
dermatology, surgery, accidents 

eye ; ARMOUR 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS 
A Leader in Biochemical Research 


J.A.M.A., April 25, 1959 


FROM OTHER PAGES 


d 


Medicine’s Need for History 


History reveals that through the ages the average man 
has had to work long hours for food, shelter and the right 
to live. His behaviour has been geared to appetites and 
insecurity. Automation sets our psychiatrists a problem of 
great magnitude. How will boundless idleness effect the 
individual and the nation? Can we so harness leisure that 
the end point is not a vicious but a benign circle? Can we 
avoid stultifying complacency on the one hand or tyranny 
and slavery on the other? . . . 

That basic urges influence the production of nervous 
disorders is shown by the creation of neuroses resistant to 
treatment through our expanding pension ideology. The 
greatest healing influence in disease is man’s urge to re- 
cover. If a reward is given for invalidism, it is not surprising 
that the illness may become chronic. . . . 

Concerning the social problems of today and tomorrow, 
the historian should remind the doctor that the introduction 
of new techniques has boundless possibilities for both good 
and evil. Duty does not end with the dissemination of new 
ideas. There is a duty to see that they are not abused. . . . 

In Egypt about 1375 B.C., Amenhotep IV had the revo- 
lutionary idea that “Aton—the Sun God” was “God over all 
the world”. Everyone was made to worship Aton, and 
temples of the old gods were closed. The priests were cast 
out. Amenhotep abandoned Karnak, forsook Thebes and 
built a new city. He even changed his name to Iknaton or 
“profitable to Aton” (Breasted, 1935). This great ruler not 
merely produced a new and beautiful monotheistic religion 
but also social reforms of great merit. Vast changes took 
place almost overnight. On his death reaction quickly oc- 
curred. The dispossessed theocracy returned to power. Chaos 
gave opportunities for the outside. In the process the Hit- 
tites and others seized the northern territories. The nation 
declined. 

The story of Iknaton has a perennial significance. “Al- 
most overnight”—in a historic sense—medicine is being 
carried along on the band-wagon of a new Welfare State 
ideology. It is implied that from the cradle to the grave 
man can have security. The vision is magnificent. Iknaton 
had similar revolutionary views and would doubtless have 
incorporated universal welfare in the great poem for which 
he is famous, but is it practical to toss over the age old 
creed of “survival by effort” to one of “survival by right”? 
In a world peopled by races who still retain their under- 
lying neolithic psychology, are we not expecting too much? 
May we not, in the chaos which may follow, have to revert 
to our older creed? History hints that we should slow the 
speed of change and not attempt too much too soon... . 

Throughout history, and in a biological sense throughout 
the universe, there is an ever-present theme, a cord of steel 
woven into the fabric of life—that only the fittest survive. 
The rule may be tested by search through literature or 
art, biology or medicine, sociology or archaeology; the result 
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is the same; time is the leveller. Survival is not a matter of 
years or even decades; the result of any action will only 
be seen in its entirety a hundred years or a thousand years 
hence. In the interim a single mistake will, by a series of 
vicious circles, result in scores of unexpected end. results, 
which added together spell ruin.—J. Bostock, Research Pro- 
fessor of Medical Psychology, University of Queensland, 
Medicine’s Need for History, The Medical Journal of Aus- 
tralia, Oct. 25, 1958. 


Blinded Boxers Sue 


Who is to blame when a prizefighter loses his sight as the 
result of blows to the head? The logical answer would be 
5 that since the human head was not meant to be pounded, 
the institution of boxing should be indicted. This is the 
implication in three lawsuits brought by ex-boxers in France 
who claim that their injuries—resulting in blindness for two 
of them—were caused by the negligence of their employers. 
. . Theodore Joannes Nollet, former lightweight champion 
of France, has brought suit for 50,000,000 francs against the 
French Boxing Federation, its physicians and manager, 
blaming them for the loss of his sight. Born in Martinique, 
Nollet came to France in 1950, and during his military 
service the medical examiner recorded his vision as normal 
in the right eye and 20/100 in the left. For this reason one 
well-known boxing manager refused to accept Nollet and ad- 
vised him to give up boxing. However, the Federation licensed 
him, and the ambitious young man soon became cham- 
pion. After about 20 bouts Nollet began having headaches 
and eye pains, but the Federation’s official physician, find- 
ing Nollet’s vision was still 20/20 and 20/100, declared him 
fit to continue in the ring. 

As his vision deteriorated Nollet was unable to protect 
himself against heavy blows to the head. In 1954, after 
39 fights, he threw in the towel, though the Federation still 
licensed him as fit. Two years later he had surgery for a 


He is now an old man of 28... . A similar suit, for damages 
of 10,000,000 francs, has been brought by the former ban- 
tamweight Tino Cardinale, an Italian living in Paris. After 
ten years in the ring, with the Federation doctor fully 
aware of Cardinale’s alarming eye symptoms, the boxer went 
to the hospital with retinal detachment in both eyes. The 
right eye was enucleated, and the left was barely saved, 
with low residual vision. 

The third boxer . . . is suing the promoter of the Palais 
des Sports in Paris and the official doctors for making him 
fight when unfit. He suffered brain injuries, and has turned 
in his card. . . . [About] 300 boxers have died in the ring 

ba in various countries. The cause has usually been cerebral 
hemorrhage, which has also produced uncounted cases of 
blindness, deafness, and traumas of the nervous system. 
Repeated punishment of this kind [blows on the head] is 
almost bound to cause cerebral tumors and hemorrhages. 
An English study has shown that amateur boxers are apt to 
retire from the ring when their symptoms become alarming, 
but professionals who make their living at the “sport” stay 
until they are punch-drunk. The reasoning bel:ind the three 
cases pending in France is that boxing physicians should 
protect fighters and force them to retire before they become 
complete wrecks.—Blinded Boxers Sue, The Sight-Saving 
Review, Winter, 1958. 


detached retina, and by late 1957 was blind in both eyes. | f 


pioneer ir 
thyroid standardization 


In all conditions requiring substitution 
therapy with thyroid hormone 


Supplied in, %, 1, 2 and 5 grain strengths. 


ARMOUR PHARMACEUTICAL COMPANY ® KANKAKEE, ILLINOIS 
A Leader in Biochemical Research 
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Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


MYSTEGLIN-V CONTAINS 
TETRAGYGLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 

directly at all tetracy- 

cline sensitive organisms— most pathogenic 
bacteria, certain rickettsias, certain large 
viruses, Endamoeba histolytica. It provides 
all established benefits of tetracycline in the 
new, effective phosphate complex form.’ 
Patient response is rapid because the 
initial high peak blood serum levels may be 
maintained with ease at the antibacterial 
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MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 


FOR A SPECIFIC DEFENSE 
AGAINST SECONDARY MON- 
ILIAL SUPERINFECTION 


Mysteclin-V protects patients against anti- 
biotic induced intestinal moniliasis and its 
complications, including 
vaginal and anogenital 
moniliasis, even poten- 
tially fatal systemic .mon- 
iliasis. This action is pro- 
vided by Mycostatin, the 
antifungal antibiotic, with 
specific action against 
Candida (Monilia) albicans,” 


RY: 
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Capsules (250 mg./250,000 u), botties of 16 and 100. 
Half-strength Capsules (125 mg./ 125,000 u), bottles of 16 and 100. 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 


References: 1. Cronk, G. A.; Naumann, D. E., and Casson, K. : Antibiotics 
Annual 1957-1958, New York, Medical Encyclopedia inc. 1958, p. 397 

2. Newcomer. V. 0.; Wright, E. T., and Sternberg, T. H.: Antibiotics Annual 
1954-1955, New York, Medical Encyclopedia inc., 1955, p. 686. 

AND ARE TRACE MARKS 


Squibb Quality—the Priceless Ingredient 
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From basic research—basic progress 


A NEW MEASURE OF ACTIVITY 


IN EDEMA: 


@ shows greater oral potency than any other 
class of diuretic agent 


@ each 25 mg. HYDRODIURIL orally is equivalent to 1.6 cc. 
meralluride 


w has been reported to be effective even in certain patients 
who do not respond satisfactorily to other diuretics. 


@ has prompt onset of action with diuretic effectiveness 
maintained even on prolonged daily administration 


@ low toxicity—extremely well tolerated 


@ often achieves the benefits of a low salt diet without the 
unpleasant restriction 


INDICATIONS: Hypertension, congestive heart failure of all degrees of severity, premen- 
strual syndrome (edema), edema and toxemia of pregnancy, renal edema—nephrosis, 
nephritis; cirrhosis with ascites, drug-induced edema, and as adjunctive therapy in the 
management of obesity complicated by edema. 


DOSAGE: |n edema—one or two 50 mg. tablets of HYDRODIURIL once or twice a day. 


in hypertension—one or two 25 rhg. tablets or one 50 mg. tablet HYDRODIURIL once or twice a 
day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HYDRODIURIL (Hydrochlorothiazide) in 
bottles of 100 and 1,000. 


*HYDRODIURIL and DIURIL are trademarks of Merck & Co., INC. 
Additional information on HYDRODIURIL is available to the physician on request. 


BIBLIOGRAPHY: | Esch, A. F., Wilson, |. M. and Freis, E. D.:3,4-Dihydrochlorothiazide: 
Clinical Evaluation of a New Saluretic Agent. Preliminary Report; M. Ann. District of Colum- 
bia 26:9 (Jan.) 1959. 2 Ford, R. V.: The Clinical Pharmacology of Hydrochlorothiazide; 
Southern Med. J. 52:40 (Jan.) 1959. 3 Fuchs, M., Bodi, T., Irie, S. and Moyer, J. H.: Prelim- 
inary Evaluation of Hydrochlorothiazide (‘HYDRODIURIL'); M. Rec. & Ann. §1:872, (Dec.) 
1958. 4 Moyer, J. H., Fuchs, M., Irie, S. and Bodi, T.: Some Observations on the Pharma- 
cology of Hydrochlorothiazide; Am. J. Cardiol. 3:113, Jan.) 1959. 
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HYDRODIURIL (HYDROCHLOROTHIAZIDE) en 
w highly-active derivative of chlorothiazide 


w qualitatively similar to DIURIL® but at least 10 to 12 times more potent by weight 


w loss of potassium is clinically insignificant in the great majority of 
patients on normal diets 


* 
a 
HYDROCHLOROTHIAZIDE 


IN HYPERTENSION: 


m effective by itself in some patients—markedly potentiates 
other antihypertensive agents 


@ provides background therapy to improve and 
simplify the management of all grades of hypertension 


w has been reported by some investigators to have a greater 
antihypertensive potency in some patients than chlorothiazide 
at equivalent dosage 


m does not lower blood pressure in normotensives 


@ reduces dosage requirements for other antihypertensive agents, 
often with concomitant reduction in their distressing side effects 


m smooths out blood pressure fluctuations 


PRECAUTIONS: It is important that the dosage be adjusted as frequently as the needs 
of the individual patient demand. When HYDRODIURIL is used with a ganglion blocking agent, 
it is mandatory to reduce the dose of the latter by at least 50 per cent, immediately upon 
adding HYDRODIURIL to the regimen. 

HYORODIURIL has shown no adverse effects on renal function; for this reason it may be 
used with excellent results even in patients for whom the organomercurials are contra- 
indicated because of renal damage. 

The excretion of potassium is much lower than that of sodium or chloride and, as is the 
case with DIURIL®, the loss of potassium is clinically insignificant in the great majority of 
patients on normal diets. If indicated, potassium loss may easily be replaced by including 
potassium-rich foods in the diet (orange juice, bananas, etc.). 


¢- MERCK SHARP & DOHME 


Division of Merck & Co., Inc. ° Philadelphia 1, Pa. 
© 1959 Merck & Co., INC. 
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‘in epilepsy 


PREREQUISITE FOR EMOTIONAL ADJUSTMENT: THERAPY 


“The most effective form of psychotherapy is to demonstrate to the patient that his 
seizures can be adequately controlled by the use of anticonvulsant medication.” 


A REQUISITE FOR THERAPY: 


THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 
effective anticonvulsants for most clinical needs 


1 


bibliography: (1) Carter, S. M.: M. Clin. North America: 315 (March) 1953. (2) Chao, D. H.: Ibid., p. 465. (3) Good- 
man, L, S., & Gilman, A.: The Pharmacological Basis of Therapeutics, ed. 2, New York, MacMillan Company, 1955, 
p. 187. (4) Davidson, D. T., Jr., in Conn, H. FE: Current Therapy 1958, Philadelphia, W. B. Saunders Company, 
1958, p. 568. (5) Zimmerman, F. T.: New York J. Med. 55:2338, 1955. (6) French, E. G.; Rey-Bellet, J., & Lennox, 
W. G.: New England J. Med. 258:892 (May 1) 1958. 
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FOR CONTROL OF GRAND MAL 
AND PSYCHOMOTOR SEIZURES 


DILANTIN kapseats: 


- DILANTIN Sodium is a most useful nonsed- 
ative anticonvulsant.”2 
“Coincident with the decrease in seizures there 
occurs improvement in intellectual performance. 
Salutary effects of the drug on personality, mem- 
ory, mood, cooperativeness, emotional stability, 
amenability to discipline... are also observed, 
sometimes independently of seizure control.”% 
A drug of choice for control of grand mal and 
of psychomotor seizures, DILANTIN Sodium (di- 
phenylhydantoin sodium, Parke-Davis) is supplied 
in many forms including Kapseals of 0.03 Gm. and 
of 0.1 Gm., in bottles of 100 and 1,000. 


PHELANTIN’ kapseats 


“When it has been demonstrated that the com- 
bination of Dilantin and phenobarbital is helpful 
in a patient and that these drugs are well tolerated, 
the use of a combination capsule, PHELANTIN, is 
often a great morale builder because it enables 
the physician to reduce the total number of pills 
or capsules the patient is required to take. It is a 
cheaper form of prescription and it also prevents 
the patient from manipulating the dosage of his 
drugs.”4 

PHELANTIN Kapseals (Dilantin 100 mg., phenobarbital 
30 mg., desoxyephedrine hydrochloride 2.5 mg.), bottles 
of 100. 


FOR THE PETIT MAL 
MILONTIN’ kapseats - susPeNsion” 


After five years of study, using MILONTIN in a 
series of 200 patients with petit mal epilepsy, one 
investigator reports: “Results confirm our previ- 
ously published data on a smaller number of cases 
and show that MILONTIN is an effective agent for 
the treatment of petit mal epilepsy . . . relatively 
free from untoward side effects.”5 

MILONTIN Kapseals (phensuximide, Parke-Davis) 
0.5 Gm., bottles of 100 and 1,000. Suspension, 250 mg. 
per 4 cc., 16-ounce bottles. 


CELONTIN karseats 


In a recent study, 76 patients were treated with 
CELONTIN for periods up to two years. Included 
in this group were 34 patients with psychomotor 
seizures, 29 with petit mal, and 13 with other 
types. Forty per cent had marked benefit with 
CELONTIN (less than half their previous number 
of seizures), and all but 35 per cent experienced 
some degree of improvement. Marked benefit was 
obtained in 55 per cent of patients with petit mal 
and in 33 per cent of those having psychomotor 
seizures.® 

CELONTIN Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 


PARKE, DAVIS & COMPANY ; IP) 
DETROIT 32, MICHIGAN * EE-7>* 
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a significant medical advance 


for peripheral vascular disorders 
CYCLOSPASMOL 
Cyclandelate (3,5,5-Trimethylcyclohexyl Mandelate), 


ives-Cameron; U.S, Patent No. 2,707,193 


© Orally effective 
e Clinically proved 
e Well tolerated—notably few side-effects 


CYCLOSPASMOL provides a reliable, effective oral treatment for 
| peripheral vascular diseases—vasospastic and occlusive. By its direct 
action on vascular musculature, CYCLOSPASMOL causes vasodilata- 
tion. It, therefore, promotes optimal tissue response and healing. 

“The criteria of success were not only the clinical course, but 
also objective symptoms, such as claudication time, healing of 
extensive gangrenous lesions, and skin temperature.’” 


Ulceration of three months’ duration, After three weeks’ treatment with After six weeks’ treatment with Cy- 


refractory to cod-liver oil ointment CYCLOSPASMOL and topical antibac- CLOSPASMOL 
and antiseptic compresses terial agent 


For control of intermittent claudication in: 
Arteriosclerosis obliterans 
Raynaud’s disease 
Buerger’s disease (thromboangiitis obliterans) 

Also indicated in: 

Ulcerations—diabetic, trophic 

Circulatory impairment in feet, legs and hands 


IVG SUPPLIED: Tablets, 100 mg., bottles of 100. 
IVES-CAMERON Comprehensive literature on request 
COMPANY REFERENCE: 1. Van Wijk, T.W.: Angiology 4:103, 1953. BrBLioGraPuy: 1. Gillhespy, R.O.: Brit, 


: : M. J. 2:1548, 1957. 2. Gillhespy, R.O.: Angiology 7:27, 1956. 3. Winsor, T.: Angiology 4:184, 1953. 
Philadelphia 1, Pa. 4. Reeder, J.J.: Geneesk. gids. 31:370, 1958. 5. Kappert, A.: Schweiz. med. Wehnschr. 85:237, 1955. 
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RELIEVES 
TENSIONS 


IN THE MENOPAUSE, “the most trying 
symptoms come as a result of tension and 
fear and are manifested by weakness... 
exhaustion, insomnia .. 


® Miltown facilitates emotional adjust- 
ment to the menopause 


promptly relieves tension, irritability 


relaxes skeletal muscle, relieves tension 
headache and low back pain 


promotes restful sleep without depres- 
sive hang-over 


® does not interfere with mental or phys- 
ical faculties 


@ does not affect autonomic function 


Miltown 


meprobamate (Wallace) 
Available in 400 mg. scored and 200 mg. sugar-coated 
tablets. 
Also available as MEPROSPAN* (200 mg. meprobam- 
ate continuous release capsules). 
In combination with conjugated estrogens (equine): 
MILPREM®-400 and MILPREM®-200. 
1. Farquharson, R. F.: The menopausal patient. 
M. Rec. & Ann. 49:196, Feb. 1955. 
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in many 
organic 


U LT R A \ . helps you to restore assurance 


In a wide range of diseases which are primarily organic, apprehension, anxiety, . 
and tension may obstruct recovery. In such cases, adjunctive therapy with 

Ultran as an aid to your reassurance will often equip the patient better 

for a smooth return to normal living. - 


Ultran (1) allays apprehension and anxiety, (2) relieves neuromuscular 
tension, and (3) enhances the effectiveness of analgesic therapy. 
Supplied in Pulvules® of 300 mg. (usually 1 t.i.d.) and scored tablets 
of 200 mg. (usually 1 q.i.d.). 


Ultran® (phenaglycodol, Lilly) 


: ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 
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TRANSFUSION REACTIONS AND THEIR TREATMENT, ESPECIALLY 
WITH THE ARTIFICIAL KIDNEY 


Gurbuz M. Barlas, M.D. 
and 


Willem J. Kolff, M.D., Cleveland 


UCH has been written about unusual 
M causes for transfusion reactions—allergies,' 


pyrogens,’ and rare blood groups *“—but Transfusions of incompatible blood caused 

there is an understandable reluctance to severe reactions in 16 patients; 13 cases are 
write about the most common cause of trouble, described. The usual course consisted of 
simple incompatibility or mismatching of blood. three successive periods referred to as the 
Still, transfusion of incompatible blood is the cause acute, the oliguric, and the diuretic phases. 
of most so-called transfusion reactions; its occur- In the acute phase many of the characteristic 
rence is not rare. This paper outlines the treatment symptoms may be masked by anesthesia; 
and reports our experiences, especially with dialysis, watchfulness is therefore necessary, and 


in the treatment of the acute renal failure that fol- 


recognition of symptoms has to be followed 
lows transfusion of incompatible blood. ih re 


at once by cessation of the transfusion and 
Clinical Phases After a Transfusion Accident treatment for shock. In the oliguric phase it 
was necessary to be on guard against 
overhydration, edema, hypertension, hyper- 
potassemia, acidosis, uremia, and infection 
(especially bronchopneumonia), Twelve of the 
patients in this series were treated with an 


It is convenient to consider three phases in acute 
renal failure: (1) acute reaction, (2) oliguric phase, 
. and (3) diuretic phase. 
Acute Reaction Phase.—Symptoms and signs of 
’ acute transfusion reactions can be listed as follows, 


but it should be remembered that anesthesia artificial kidney and nine recovered. In six of 
masks most of the symptoms: chill followed by them recovery would have been very difficult 
fever, pain in the lumbar region, flushing of the or impossible without the hemodialysis. 


face or cyanosis, substernal pain, headache, 
anxiety, nausea and vomiting, cough, rapid and 
shallow breathing, and distention of neck veins. 


There may be symptoms of shock: hypotension, and centrifuged within an hour or two after the 
tachycardia, collapse, or prostration. Hemoglo- accident. Jaundice usually follows and becomes 
binemia can be found if a blood sample is drawn evident in 3 to 24 hours. Hemoglobinuria can be 


From the Department of Artificial Organs, The Cleveland Clinic Foundation, and The Frank E. Bunts Educational Institute. Dr. Barlas is now 
with the Edgewater Hospital, Chicago. 
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found at the early stage; it disappears within 24 
hours when urinary suppression follows. During an 
operation (when anesthesia masks most symptoms ), 
the most prominent sign may be bleeding from 
cut surfaces. 

Daily 
Urine 
mi 


ee 
2 4 6 6 10 12 14 16 
Doys after transfusion accident 


Fig. 1.—Days of oliguria prior to first dialysis and amount 
of urinary output during 24 hours preceding dialysis. 


Oliguric Phase—The urinary suppression leads 
to development of uremia. The clinical course 
greatly depends on the medical management of 
the patient during this phase. Overhydration leads 
to peripheral and pulmonary edema and hyperten- 
sion. Hypertension may lead to convulsions. Even 
with optimum medical management, accumulation 
of retention products occurs, leading to mental 
changes, drowsiness, stupor, psychosis, or coma. 
Sudden death may occur even in the absence of 
potassium intoxication. The presence of serious in- 
jury, infection, ischemia, or necrosis of muscle 
precipitates rapid clinical deterioration (and re- 
quires early and frequent dialysis ). 

Diuretic Phase.—The beginning of the diuretic 
phase is arbitrarily chosen as the time when the 
urinary output reaches 1,500 ml. in 24 hours. The 
beginning of diuresis does not end the danger to 
the patient. Until sufficient tubular function has 


returned, a high urinary output does not guarantee | 


adequate elimination of nitrogenous waste products 
or exclude electrolyte imbalance resulting from 
renal losses. Infections (resistant staphylococcus ) 
and hypertension may still develop. 


Acute Phase 


Emergency Measures.—On the occurrence of any 
of the acute signs and symptoms listed above, trans- 
fusion should be discontinued immediately. The 
needle should remain in place for immediate treat- 
ment of shock if it develops. Intravenously given 
fluids, dextran, or compatible blood may be given. 
Arterenol may be required in addition. 

To establish the diagnosis, the physician himself 
should draw blood from the patient, spin it for 
hemolysis, and have it cross-matched before his 
eyes with blood from the incriminated bottle. He 
should refuse to accept any previously used sam- 
ples, to exclude the possibility of clerical error. 
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Specific Treatment.—Intravenous administration 
of a 5% solution of dextrose in water (2 liters) 
with 300 mEq. of sodium bicarbonate should be 
given immediately. This solution is designed to 
prevent blocking of the renal tubules with acid 
heme. This measure seems to be beneficial, but only 
when carried out immediately. It is harmful when 
renal shutdown has already becn established. 

Mannitol, 50 or 100 ml. of a 25% solution, may be 
administered in the hope of increasing urinary 
flow by osmotic diuresis. This perhaps is useful if 
given immediately. 

Exsanguinotransfusion, according to French 
authors,* should be considered for reduction of free 
hemoglobin in the blood plasma. Only during the 
first hours after onset of hemolysis will the free 
hemoglobin in the plasma be effectively removed. 


Oliguric Phase 


Maintenance of Body Fluid.—During the oliguric 
phase insensible loss of water is replaced with at 
most 500 ml. of fluid per day. Fluid lost by vomit- 
ing, diarrhea, abdominal drainage, and whatever 
small volume of urine is excreted may also be re- 
placed.* Even if this fluid restriction is adhered to, 
gradual overhydration takes place through the 
catabolism of tissue with release or formation of 
water. Water in food plus water of oxidation is at 


mEq/L. 
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Fig. 2.—Top, serum Na* and K* levels, bottom, HCO,- 
level before and after dialysis. Each arrow indicates change 
of electrolyte level during dialysis. 


least equal to the weight of the diet consumed. 
Daily body weights are important. As long as the 
patient is able to take fluids by mouth, he should 
not be given fluid intravenously except perhaps as 
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a vehicle for hypertonic dextrose or fructose. In- 
travenous infusions in patients with acute anuria 
carry the risk of acute pulmonary edema or con- 
vulsions. 

If, during the oliguric phase, overhydration 
occurs with its dreaded sequelae of cardiac de- 
compensation, hypertension, pulmonary edema, or 
convulsions, venesection is the most effective im- 
mediate remedy for an increased blood volume. 
During venesection, blood pressure must be meas- 
ured since the withdrawal of 300 to 500 ml. of 
blood may be sufficient. 

Removal of Edema Fluid.—Sodium sulfate, 45 
Gm. in warm water taken by mouth, will retain 
1,500 ml. of fluid to make an isotonic solution of 
3.2% in the gastrointestinal tract and will cause 
diarrhea; it is of doubtful value. Peritoneal lavage 
can remove fluid from the patient if a 3 to 10% 
dextrose solution is added to the usual composition 
of the dialyzing fluid. It was not used in this series 
of patients. The most effective way to remove 
edema fluid is by ultrafiltration with the artificial 
kidney. Too rapid loss of large amounts of ultra- 
filtrate sometimes is followed by mental confusion, 
but removal of 4 liters per dialysis is possible. The 
resultant improvement of pulmonary edema is dra- 
matic. 

Hyperpotassemia.—Hyperpotassemia is often seen 
during the oliguric phase. Recognition of hyper- 
potassemia is best accomplished by determining 


the serum potassium content with the flame pho- 
tometer. The electrocardiogram with its very high 
T waves, broadened QS complexes and low P 
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DAYS OF OLIGURIA 


Fig. 3.—Durations of oliguria before beginning of diuresis 
(urinary output of less than 1,500 ml.): range 8 to 22 days. 


waves is only a poor substitute for the direct de- 
termination. There are several ways of treating 
hyperpotassemia: 1. Absorption of K+ may be 
achieved with cation exchange resins (Na+ salt or 
hydrogen cycle of carboxylic resin or sodium poly- 
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styrene sulfonate) in the intestinal tract; 40 to 60 
Gm. may be given orally in divided doses or 60 
Gm. by repeated high retention enemas.’ 2. An 
emergency cocktail may be given intravenously: 
10, or 20, or 40% solution of dextrose or invert 
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Fig. 4.—Correlation between blood urea and creatinine 
levels in 11 patients before dialysis (dot indicates values be- 
fore first dialysis, open circle after dialysis). 


sugar (40% solution of invert sugar is given into 
the vena cava), 1 liter; calcium gluconate, 6 to 10 
Gm.; sodium lactate, 180 mEq.; and insulin, 20 or 
40 units. Thus, effects of K+ on the heart muscle 
may be postponed until an artificial kidney takes 
over. 3. Rapid digitalization may be performed. 
4. Dialysis with the artificial kidney is the most 
certain and effective way to reduce any degree of 
hyperpotassemia within an hour. 

Hypocalcemia.—Hypocalcemia is frequent in pa- 
tients with acute renal failure. It seldom causes 
symptoms. Convulsions only occasionally are due 
to hypocalcemia. Tetany usually disappears after 
intravenous administration of 1 Gm. of calcium 
gluconate; painful leg cramps sometimes disappear. 

Acidosis.-During the oliguric phase acidosis 
practically always occurs. Carbohydrate is admin- 
istered to reduce starvation ketosis. If the alkali 
reserve is lower than 12 mEq. per liter, administra- 
tion of 40 mEq. of sodium lactate or sodium bi- 
carbonate per day may have to be considered. The 
sodium salt of carboxylic resin given because of 
hyperpotassemia is effective in relieving acidosis. 

Dialysis provides the most effective means of 
correcting acidosis. The metabolic acids that have 
accumulated in the blood are removed and normal 
constituents, Cl’ and HCO;,,, are replaced. 

Suppression of Protein Catabolism.—We admin- 
ister a regimen low in protein and as high in cal- 
ories as is practical for suppression of protein 
catabolism.” 

Transfusion.—Only when the hemoglobin con- 
centration is lower than 8 Gm. per 100 ml. should 
the administration of fresh concentrated red cells 
be considered. It carries the risk of augmenting the 
blood volume; with the slightest sign of overload- 
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ing of the circulation or pulmonary congestion, an 
equal amount of the patient’s blood should be 
withdrawn. Attempts to raise the hemoglobin con- 
centration to normal will only cause increased 
blood destruction (1 liter of blood contains 70 Gm. 
of protein). 


mg 
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T T 
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Fig. 5.—Correlation between blood uric acid and urea 
levels in 11 patients before dialysis. 


Prophylaxis and Treatment of Infection with 
Antibiotics.—Antibiotics often are needed for con- 
trol of the underlying disease; they should be 
given prophylactically before pneumonic compli- 
cations develop in the respiratory tract during a 
period of stupor or coma. Erythromycin, 2 Gm. on 
the first day and 1 Gm. daily on the following days, 
may be administered. Streptomycin, on the other 
hand, is dangerous because of possible vestibular 
damage; its administration should not be continued 
for longer than three days in the presence of anuria. 

Artificial Kidneys.—Artificial kidneys were used 
when the methods described above seemed in- 
sufficient to bring about recovery. Disposable twin- 
coil kidneys were used.’ Each coil contains two 
cellulose tubes, 10 meters long. Dialyzing surface 
for the twin coil is 18,000 sq. cm. The patient is 
treated with the artificial kidney for a period of 
six hours. The electrolyte composition of the dialyz- 
ing solution resembles that of blood plasma.* It 
takes 1,100 to 1,400 ml. of blood to prime one twin- 
coil kidney. Dialysis may have to be repeated in 
three to six days. 


Results of Present Study 


Between 1954 and 1958, 16 patients having re- 
ceived incompatible blood were seen. The blood 
was administered for a variety of reasons. Six pa- 
tients received blood during and after operations, 
and two received blood because of hemorrhage 
after delivery. The amount of blood transfused 
ranged from 1 to 7 pints. A man who received 7 
pints of incompatible blood recovered. 


TRANSFUSION REACTIONS—BARLAS AND KOLFF 


J.A.M.A., April 25, 1959 


The 12 seriously ill patients were treated with 
dialysis, and 3 of the 12 died. The other four 
patients recovered without dialysis. 

In three patients the transfusion accident hap- 
pened in large hospitals; two of them did not 
develop oliguria because the reactions were diag- 
nosed early and the transfusions were discontinued. 
Thirteen patients were transferred from small hos- 
pitals; all were in the oliguric phase. 

Three patients had received Rh-incompatible 
blood: one immediately after delivery and two 
two and one-half and four years, respectively, after 
delivery of an erythroblastotic baby. The other pa- 
tients received simply incompatible blood. For 
example, a patient with a blood group O received 
group A. In no case did the trouble result from the 
use of O donor blood. 

Dialysis was performed during the oliguric 
phase. Only once was it performed in a patient 
whose urinary output exceeded 500 ml. per 24 
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Fig. 6 (case 2).—Predialysis and postdialysis data in 
critically ill patient with oliguria. 


hours. Two patients received dialysis as early as 
the 4th day, and one patient had his first dialysis 
as late as the 15th day after the accident (fig. 1). 
The dialyses corrected the serum Na+, K+, and 
HCO; levels toward normal (fig. 2). In spite of the 
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rinsing fluid Na+ level of 132 to 138 mEq. per liter, 
the serum Na* level after dialysis was often 140 
mEq. or more. With one exception, the serum so- 
dium and serum potassium levels were corrected 
toward normal; the exception was not significant. 
During dialysis, imbalances of HCO,” were cor- 
rected toward toward normal. The periods before 
onset of diuresis ranged from 8 to 22 days (fig. 3). 

The elevation of the blood urea level usually 
parelleled that of uric acid and creatinine levels. 
In only 2 of 10 patients in whom both were deter- 
mined was there no parallel between blood urea 
and blood creatinine levels (fig. 4). On one occasion 
the blood urea content was high (480 mg.%) with 
a relatively low blood creatinine content (9 mg.%), 
which reflects the relatively short duration (six 
days) of oliguria. In one patient with a blood urea 
content of only 200 mg.%, the blood creatinine con- 
tent was high (12 mg.%), in spite of a short dura- 
tion of oliguria (three days). These findings sug- 
gested preexisting renal disease, of which there 
was no evidence. After dialysis, since both urea 
and creatinine had been removed according to their 
gradients, a good correlation between the two was 
found in all determinations. 

There was a good correlation between uric acid 
and urea levels (fig. 5) in all except one patient. 
Since dialysis removes retention products accord- 
ing to their gradients, the heights of blood urea, 
creatinine, and uric acid levels were parallel in all 
patients after treatment with the artificial kidney. 
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Fig. 7 (case 4).—Data in patient given dialysis. 


Report of Cases 


Following is a brief review of the cases of 13 
patients who developed oliguria after incompatible 
blood transfusion. At least six patients (cases 1, 4, 
5, 8, 9, and 12) would probably not have survived 
without dialysis. (In the figures accompanying 
these case reports, the straight line indicates the 
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approximately normal value for blood urea [50 
mg.%, high normal], blood creatinine [1 mg.%], se- 
rum HCO,” [25 mEq. per liter], serum Nat [140 
mEq. per liter], and serum K+ [5 mEq. per liter]. 
Each treatment with the artificial kidney is indi- 
cated by a pointed column.) 
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Fig. 8 (case 7).—Data before and after dialysis in patient 
with low blood urea content and high blood creatinine con- 
tent. 


Case 1.—A 13-year-old boy was given dialysis at the onset 
of the diuretic phase because his clinical condition was de- 
teriorating. He recovered.® 


Case 2.—A 58-year-old woman was admitted to Cleve- 
land Clinic on the 14th day of oliguria. She had received 
incompatible blood in transfusion during cholecystectomy 
and repair of an inguinal hernia. Oliguria, fever, vomiting, 
and rectal bleeding developed. When she was admitted to 
our hospital two weeks later, she was unconscious and had 
general twitching and tremor. She was given dialysis twice. 
During the second dialysis, complete heart block developed. 
The blood pressure dropped despite our attempts to main- 
tain it with blood transfusion, mephentermine, and dextran. 
Her condition deteriorated (fig. 6), and she died on the 24th 
day of oliguria. Autopsy revealed tubular necrosis and bron- 
chopneumonia; the latter finding explains the continued 
deterioration. 


The fall in blood pressure during the first dialysis 
may have contributed to the decrease of urinary 
output after dialysis which far exceeded the usual 
decrease after dialysis. A fall in blood pressure 
cannot always be avoided in patients as critically 
ill as this one was. Every effort should be made to 
avoid bronchopneumonia. 


Case 3.—A 33-year-old woman had received a blood 
transfusion during hysterectomy. On the fourth day of oligu- 
ria she was given dialysis. She had an uneventful course, 
with diuresis beginning on the 10th day. 


Case 4.--A 30-year-old woman had a perineal abscess and 
received incompatible blood in transfusion during an anal 
fistulectomy. On the next day she passed a small amount of 
bloody urine. She was admitted here on the sixth day of 
oliguria. On the ninth day she was given dialysis. Diuresis 
started on the 15th day. She had an uneventful hospital 
course after dialysis and was discharged in good condition 


(fig. 7). 
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This case illustrates the importance of perform- 
ing dialysis before the patient’s clinical condition 
deteriorates. 

Case 5.—A 40-year-old woman received blood during a 
major operation and was admitted here on the 10th day of 
oliguria. She was given dialysis immediately and a second 
time on the 13th day of oliguria. Diuresis began on the 18th 
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Fig. 9 (case 8).—Results of dialysis in patient who had 
been given 7 pints of incompatible blood. 


Case 6.—A 22-year-old woman recovered from oliguria 
without dialysis. The potassium level was controlled with 
resins, Diuresis began on the 13th day. 


Case 7.—A 28-year-old woman gave birth two weeks be- 
fore admission to a baby with Rh-positive blood (the baby 
had an exchange transfusion). After delivery, because of 
hemorrhage, she had uterine curettage. She was given a 
transfusion with Rh-incompatible blood and developed oligu- 
ria. On the sixth day of oliguria she was given dialysis. She 
improved during the next days and was discharged in good 
condition (fig. 8). 


This is an example of a patient with a relatively 
low blood urea content (125 mg.%) and a relatively 
high blood creatinine content (15 mg.%). 


Case 8.—A 46-year-old man had a nephrectomy. He de- 
veloped postoperative bleeding, and operation was again 
performed on the next day, when he received 7 pints of in- 
compatible blood. Severe oliguria and rapid deterioration of 
his clinical condition developed. He had four treatments 
with the artificial kidney and recovered (fig. 9). Five months 
later he was found to be in excellent health. 


This was our first experience with a patient who 
recovered in spite of having been given such a 
large amount of incompatible blood. We believe 
that the favorable outcome was due to early 
dialysis. 

Case 9.—A 26-year-old woman was given 2 pints of in- 
compatible blood for metrorrhagia. Acute renal failure with 
jaundice, nausea, vomiting, and oliguria developed. On the 
second day of oliguria she was transferred here. Her condi- 
tion deteriorated, and dialysis was done on the fourth day 
of oliguria; improvement followed. 

A second dialysis was done on the ninth day of oliguria. 
During her hospital course, potassium-binding resins were 
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given to keep the serum potassium content within limits (fig. 
10). She was discharged after a uterine curettage and has 
completely recovered. 


This case is presented as an example of early 
dialysis indicated by a serious clinical condition 
that could not be adequately explained by eleva- 
tion of levels of the usually determined retention 
products. 


Case 10.—A 28-year-old woman developed oliguria after 
receiving Rh-incompatible blood after a hysterectomy. She 
was given dialysis on the seventh day of anuria. She re- 
covered. 


Case 11.—A 36-year-old woman had given birth to an 
erythroblastotic baby two and one-half years previously. She 
received two units of blood after a uterine curettage in a 
small hospital. Fever, backache, oliguria, and vomiting de- 
veloped. 

On the sixth day of oliguria she was admitted here, acute- 
ly ill with a blood urea content of 480 mg. per 100 ml., 
serum K* content of 6.5 mEq. per liter, and serum HCO,- 
content of 12 mEq. per liter (fig. 11). She was given dialysis 
on admission, and her condition improved. Because of rapid, 
subsequent deterioration she was given dialysis a second 
time on the 10th day of oliguria. The next day fever devel- 
oped. A third dialysis was planned for the 15th day. Tra- 
cheotomy was done. During the cut-down procedure for the 
dialysis she died in cardiac arrest due to potassium intoxica- 
tion. Autopsy showed tubular necrosis. 


Case 12.—A 61-year-old woman received a transfusion 
for anemia. Transfusion reaction was noted and the trans- 
fusion was stopped, but it was restarted by another person 
when symptoms subsided. She was given dialysis twice and 
recovered. 


Case 13.—A 50-year-old woman was admitted to the hos- 
pital on the 11th day after hysterectomy and transfusion; she 
was given dialysis. She died three days later without having 
improved. Autopsy showed peritonitis and fatty degenera- 
tion of the liver. 
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Fig. 10 (case 9).—Results of dialysis in patient with seri- 
ous clinical condition not explained by elevated levels of re- 
tention products. 


Comment 


Although 13 of our 16 patients were transferred 
from small hospitals, this means not that trans- 
fusion reactions occur less frequently in large hos- 
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pitals but only that fewer patients were transferred 
from large hospitals. In the small hospitals the 
accidents often resulted from mismatching, where- 
as the three cases in large hospitals resulted from 
clerical errors. For some patients information con- 
cerning the accident was inadequate. Three of the 
16 patients died. If two of them had been brought 
to our hospital earlier, they would have had a 
chance for recovery or at least for better manage- 
ment. The third patient died from cardiac arrest 
while preparations for a third dialysis were being 
made; we failed to anticipate a rapid rise in the 
serum potassium level. In several of the patients 
indications for a transfusion were doubtful. The 
presently prevailing risk of blood transfusion should 
be more clearly realized. 

Indications for treatment of oliguric uremia with 
the artificial kidney as they developed during the 
course of this work are as follows: 1. Chemical in- 
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Fig. 11 (case 11).—Cardiac arrest after unanticipated rise 
in serum potassium level. 


dications. The blood urea level is higher than 200 
mg.%, serum K+ level approaches 7 mEq. per liter, 
and serum HCO;° level is lower than 12 mEq. per 
liter. The urea content may be out of line with 
determinations of levels of other retention products, 
such as creatinine and uric acid. 2. Clinical indica- 
tions. The patient is stuporous, comatose, or so 
drowsy that he does not cooperate and does not 
cough properly. He may be wild, disoriented, or 
unmanageable. The need for ultrafiltration is indi- 
cated by pulmonary edema, hypertension, and 
convulsions. 

An incompatible transfusion is a terrible acci- 
dent. It becomes a tragedy if the patient is not 
properly handled. Treatment is best given in a 
medical center where the staff has experience in 
the complete management of these cases and where 
there are facilities for dialysis. 
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Summary 


Between 1954 and 1958, 16 patients in renal fail- 
ure after transfusions with incompatible blood were 
treated. Four patients were treated conservatively, 
and they recovered. Twelve patients were treated 
with the artificial kidney; nine recovered, and three 
died. Two of the three patients who died should 
have been transferred to our center earlier, and 
one should have received her third dialysis earlier. 
Disposable twin-coil kidneys were used. 

A rise in levels of blood urea and other retention 
products occurs. In most cases a linear correlation 
between blood urea, creatinine, and uric acid 
levels existed, but not always. The medical man- 
agement of patients with anuria-oliguria includes 
restriction of fluid intake and prohibition of sodium 
intake. K+-binding resins lower the serum potas- 
sium level, and their sodium salt also tends to cor- 
rect acidosis. Protein catabolism is discouraged by 
a high-calorie, low-protein regimen. Prophylactic 
antibiotic treatment is indicated. Indications for 
the artificial kidney are chemical (blood urea level 
greater than 200 mg.%, serum K+ level 7 mEq. per 
liter, and serum HCO,;° level lower than 12.mEq. 
per liter) and clinical (stupor, coma, disorientation, 
and restlessness). Need for ultrafiltration is indi- 
cated by pulmonary edema, hypertension, and 
convulsions. 


2020 E. 93rd St. (6) (Dr. Kolff). 
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Clinical teaching in otorhinolaryngology has been 
handicapped by the inability of the examiner to 
expose the cavities of the ears, nose, and throat 
for simultaneous inspection by others. The narrow 
channels of the head that transmit sound outward 
from the organ of vcice and inward to the organs 
of hearing can be visualized readily only by one 
person at a time. Similar difficulties beset the gyne- 
cologist and proctologist as well as the endoscopist 
in the fields of urology, otolaryngology, chest sur- 
gery, and gastroenterology. 

This limitation of observation presents a serious 
handicap to clinical, classroom, and surgical in- 
struction. Two procedures are currently in general 
use to alleviate this problem; both have been help- 
ful in selected instances, but neither satisfies the 
primary need. One of these techniques requires 
the placement of a small mirror near the viewing 
axis of the examiner in such a position that the 
critical image is reflected to a second observer. 
The second procedure referred to is photography, 
including both still and motion pictures. The mir- 
ror method displays the clinical material imme- 
diately, but the observation is sometimes difficult 
to accomplish and is limited to one additional view- 
er at a time. Photography, on the other hand, dis- 
plays the material to many observers but the im- 
mediacy of the clinical presentation is lacking. 

It is obvious that a procedure which allows an 
examiner or surgeon to show a specific area deep 
in a body cavity to any desired number of ob- 
servers at the moment of examination or treatment 
provides a greatly improved method of teaching. 
The accomplishment of this objective depends on 
the satisfaction of three basic requirements: the 
examiner must be able to see the field clearly, 
the equipment must conform to the examiner's 
movements, and all other observers must be able 
to visualize the same area as the examiner. It is 
evident that the third requirement could be met 
with closed-circuit television, provided the image 
is received simultaneously by a television camera. 
This procedure has been demonstrated in general 
medicine and surgery where standard lighting and 
camera techniques are applicable. However, when 
the critical field of observation lies within a re- 
stricted channel, the direct view of the television 
camera is obscured during the process of examina- 
tion. The fundamental requirement, therefore, for 
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Clinical teaching is difficult when condi- 
tions do not permit more than one person at 
a time to see the part of the body that is 
being examined or treated. The equipment 
here described is designed to overcome this 
difficulty. It is mounted on the instructor’s 
head in such a way as to permit him to ob- 
serve the interior of an organ directly while 
a properly aligned and focused television 
camera picks up an image that can be trans- 
mitted to an audience of any desired size. 
The critical elements of the apparatus are 
a small, lightweight television camera and a 
periscopic system with front-surfaced mirror, 
peep-sight, lens, and prism. The helmet bear- 
ing the apparatus is heavy and must be 
counterpoised. External sources of intense 
illumination are available. This form of 
closed-circuit television is useful in clinics, 
classrooms, operating rooms, and situations 
arising in postgraduate instruction. 


simultaneous viewing and televiewing of the cavi- 
ties of the head and neck is a positioning of the 
equipment which allows the camera to receive an 
image in the optical axis of the examiner. At the 
same time this arrangement must preserve a direct 
view of the field and retain freedom of movement 
for any manipulation. We have developed a prac- 
tical pilot model of a television-scope that meets 
these three requirements. 

It is evident from the schematic illustration of 
the equipment (fig. 1) that the mechanism rests 
on the examiner's head and that the camera gathers 
its picture by means of a periscopic lens. The light 
reflected from the subject (fig. 1A) travels directly 
to the eye of the examiner and, at the same time, 
to the television camera by way of a mirror and 
lens arrangement (fig. 1B, D, and E). The peri- 
scopic system and the camera support provide the 
necessary mobility for both the examiner and the 
camera and permit coaxial viewing and teleview- 
ing. The details of the components in this com- 
bined unit are presented under the three func- 
tional divisions which compose it: the optical and 
television system, the supporting mechanism, and 
the illumination. 
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Optical and Television System 


The small, lightweight television camera and 
the periscopic lens are the critical elements of the 
present equipment. The optical system is com- 
posed of five important elements that will be de- 
scribed in their functional sequence: front-sur- 
faced mirror, peep-sight, lens, prism, and vidicon 
tube. 

Front-Surfaced Mirror.—The front-surfaced mir- 
ror (fig. 1B) is so constructed and located that 
it reflects the image upward to the camera lens 
yet allows the same image to pass through to the 
eye of the examiner. The cut-away section of the 
illustration shows the mirror resting in the ob- 
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type was adopted because it reflects the image 
with less loss of light and presents a brighter field 
to the observer. The center opening is not evi- 
dent in the television image because it is out of 
the focal range, and the intensity is not noticeably 
affected as long as relatively large lens apertures 
are used. 

Peep-Sight.—The peep-sight is composed of a 
pair of holes 3/32 in. in diameter placed 1% in. 
apart. These openings are located at the inner and 
outer ends of the rearward extension of the mirror 
housing (fig. 1C). The size of the holes and their 
placement enable the examiner to see fields of 1'2- 
in. diameter when the subject-to-mirror distance 
is 12 in., of approxmately 2 in. at a distance of 


Fig. 1.—Photodiagram of television-scope. 


server's line of sight at an angle of 45 degrees 
to the viewing axis. The separation of the image 
beam may be accomplished by two different types 
of mirror. In one form the surface is sparsely coated 
with a reflecting material; in the other the glass 
is densely covered except for a small clear area 
in the center. With the partial mirror, the sur- 
face is uniform but a reduced amount of light 
is reflected to the lens, since some light “leaks” 
through over the entire area. The other, or center- 
hole, mirror reflects all of the light except at the 
small central area where the light passes through 
the clear glass. Both kinds of mirror have been 
used in this development, but the center aperture 


15 in., and of 2% in. at 18 in. These sighted areas 
coincide with the field covered by the television 
camera lens and aid the examiner in aiming the 
camera precisely at the field of interest. This re- 
striction of the field through the peep-sight does 
not pose any problem for the examiner since his 
other eye retains full view of the entire field of 
vision. 

Lens.—The lens (fig. 1D) used in the present in- 
strument is a modified 6-in. £/4.5 Tessar lens with 
the elements permanently focused at a subject dis- 
tance of 20 in. The barrel containing the lens 
elements is continuous with the mirror housing be- 
low and the prism holder above. This unit con- 
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struction maintains a constant eye-level to camera- 
level distance and adds a desirable rigidity to the 
assembly. The fixation of the lens elements elimi- 
nates the customary type of optical focusing and 
permits substitution of adjustment at the focal 
plane, which is described later in the discussion 
of the vidicon tube. 

Prism.—After the image beam traverses the lens 
elements it is turned 90 degrees toward the tele- 
vision camera by a 1-in. prism that is mounted at 
the top of the lens section (fig. LE). The housing 
which supports the prism opens toward the camera 
and is attached to the supporting structure of the 
helmet by means of a threaded collar and thumb- 
screws. 

Vidicon Tube.—The final stage in the optical sys- 
tem is the television camera (fig. 1F); here the 
licht is focused on the vidicon tube where the visi- 
biz image is converted to electrical impulses that 
travel by way of a multiconductor electrical cable 
to the control equipment and subsequently to one 
or more television screens. 


Fig. 2.—Nasal examination demonstrating illumination by 
means of modified head mirror and detached light source. 


There are two systems for obtaining an optical 
focus of an image on a vidicon tube that may be 
used with the present equipment: in one type the 
lens is adjusted while the tube remains stationary; 
in the other, the lens is fixed and the tube is moved 
toward or away from the lens. The second method 
was selected as the more desirable for this pilot 
model because it is simpler and lends itself to 
either manual adjustment or remote electrical con- 
trol. 

Supporting Mechanism 


The successful application of this periscopic tele- 
vision system to teaching in otorhinolaryngology 
and other surgical specialties depends to a large 
extent on the ease and simplicity with which the 
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mechanism can be manipulated. The equipment 
that supports the operating part must be comfort- 
able, mobile, noninterfering, and adaptable to dif- 
ferent persons and situations. The mechanism that 
supports the television camera and its associated 
components is composed of two primary parts: the 
equipment worn on the examiner’s head and the 
counterweighting system that carries the helmet 
and attached units. 

Head Unit.—The basic structure of the unit worn 
on the head is a Fiberglas helmet (fig. 1G) to 
which four metal tubes 4% in. long are attached 
at equally spaced intervals as indicated by the illus- 
tration (fig. 1H). At the top of the tubes an alumi- 
num plate (fig. 11), 8% by 10% in., is fastened 
securely to give rigidity and stability to the founda- 
tion structure. The four tubes are fitted with free- 
sliding rods that are attached at their upper ends 
to a second aluminum plate (fig. 1J) that forms 
a platform for the television camera. The rods are 
fastened by pin-and-eye hinge joints that permit 
the upper platform to be tilted and lifted in rela- 
tion to the lower plate. These adjustments be- 
tween the platform and plate compensate for 
variations in vertical head dimensions among dif- 
ferent examiners. The peep-sight must be raised 
or lowered to accommodate the eye level of the 
examiner, an adjustment which is accomplished 
by a corresponding positioning of the camera plat- 
form. A simple system of levers connects the two 
plates at their corners and applies the force that 
varies the interplate angle and distance; thumb 
screws lock the levers in their desired positions. 

On the upper surface of the platform two aux- 
iliary aluminum plates are mounted for the support 
and adjustment of the camera. The smaller of the 
plates, 85s by 5% in., is attached to the underside 
of the camera and slides toward and away from 
the lens; this movement accomplishes the focus- 
ing mentioned above. The second of the auxiliary 
plates, 8% by 6% in., holds the sliding camera plate, 
supports the lens system on the vertical plate 
(fig. 1K), and positions the entire optical-camera 
system laterally. This side-to-side adjustment com- 
bined with the front-to-back and vertical motions 
described earlier provides a universally adjust- 
able camera support on the examiner's head. 

Counterweighting System.—The weight of the 
equipment attached to the helmet is approximately 
18 lb., too much to be carried comfortably with- 
out some external assistance. A simple and flexible 
supporting mechanism was devised consisting of 
a counterweighted bar resting horizontally on an 
adjustable vertical shaft. The bar is joined to the 
upright shaft by means of a ball-bearing bracket 
that permits the bar to swing around the shaft 
and provides a fulcrum for vertical movement. A 
T-shaped unit that suspends the helmet is adjust- 
able along the bar and thereby provides the means 
of establishing equilibrium. A balanced suspension 
is the most comfortable and flexible adjustment 
for the use of this equipment. 
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Illumination 


Two methods of illumination have been used 
interchangeably with the present pilot model: in 
one, light from an external source is reflected 
onto the subject by a modified concave head mir- 


Fig. 3.—Study of tympanic membrane of patient, by means 
of television monitor, while physician conducts his examina- 
tion. 


ror (fig. 2); in the other method, a beam from 
a small, high candle power lamp attached to the 
periscope lens (fig. 1L) is directed to the critical 
area. The reflected light system was developed to 
simulate the method of illumination used tradi- 
tionally in the field of otorhinolaryngology. This 
system offers almost limitless intensity of illumina- 
tion, since the independent light source can be 
as powerful as desired. It also provides shadow- 
free lighting as the result of the beam converging 
from all points around the lens axis. The princi- 
pal disadvantage of the reflected light technique 
is the need for adjustment of the mirror each 
time either the examiner or the subject moves. 
When both hands are occupied in an examina- 
tion or operation, the coincident positioning of the 
camera and illumination is difficult to manage. 

This problem of mirror adjustment led to the 
development of the alternate method of lighting 
in which a lamp and appropriate lenses are mount- 
ed on the optical lens assembly. In this system 
the camera field and the lighted area are made 
congruent and secured in this relationship. Con- 
sequently, the lens field is always illuminated, 
which relieves both of the examiner’s hands for 
patient management. The two limitations of the 
integral lamp in the pilot model are light inten- 
sity and parallax factors associated with the posi- 
tioning of the lamp. Both of these limitations 
are relatively simple technical problems which are 
being solved in current development of the equip- 
ment. 
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Applications 


We believe there are four teaching situations 
in which the new type of television equipment, 
described above, will be particularly useful. The 
first three, clinic, classroom, and operating room, 
are illustrated in figures 3, 4, and 5. 

Figure 3 shows a group of medical students in 
an otology clinic studying the tympanic mem- 
brane of a patient by means of the television moni- 
tor while the otologist conducts his examination. 
Figure 4 pictures a class of nurses receiving in- 
struction on the functioning of the larynx; and 
figure 5 demonstrates the equipment in the operat- 
ing room during operations on the nose and ear. 
The fourth type of instructional application is an 
extension of the other three into postgraduate 
teaching. Closed-circuit television provides the 
method for disseminating new techniques and in- 
formation to the physician in his home, office, or 
hospital. This form of instruction has been used 
in several branches of medicine, but, with new 
equipment, this teaching procedure can be extend- 
ed to otolaryngology and other surgical specialties 
dealing with deeply placed structures. 


Further Developments 


The experimental application of the pilot model 
to various teaching situations has demonstrated 
that a television camera and associated periscopic 
lens system supported on the head of an examiner 
provides a practical means of improving clinical 


Fig. 4.—Class viewing action of larynx by means of tele- 
vision screens during examination. 


instruction. The developmental program has also 
revealed several desirable changes in the equip- 
ment that should be incorporated in its further 
refinement. These may be summarized briefly, for 
the convenience of those contemplating similar 
developments, into four specific and somewhat 
interrelated modifications: increase in the depth 
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of the televised field, variation of field size, modi- 
fication of the helmet support attachment, and in- 
troduction of color television. 

Increase of Depth of Field and Variation of Field 
Size.—In the pilot model the single, fixed, telephoto 
lens provides maximum magnification of the image 
at the cost of a shallow field and a relatively small 
subject area. For teaching purposes it would be 
ideal if all structures present in the television image 
could be presented in sharp focus and if the area 
surveyed by the lens could be made larger and 
smaller to fit the organ or cavity being examined. 
Available equipment makes it possible to approach 
these goals through the selective balancing of such 
factors as various focal length lenses, size of lens 
aperture, illumination, and improved television 
equipment. The pilot model has been redesigned 
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color helps to delineate the natural features of the 
areas being visualized and suggests the three- 
dimensional character of the field. These features 
are particularly important in the areas under dis- 
cussion, where all structures display variations of 
one and the same color. We hope a small color 
camera will be developed soon which can be 
adapted to this televiewing system. 
Summary 

In the past, clinical teaching in otorhinolaryngol- 
ogy and other surgical specialties has been limited 
by the difficulty of displaying critical areas within 
the ear, nose, throat, and other body cavities for 
student observation. The basic problem has been 
solved with a small television camera and an asso- 


Fig. 5.—A, surgeon and television camera simultaneously follow operation in nose. B, operation within ear canal is televised 
for assistants and observers. 


to accept these modifications through provisions 
for interchangeability of lenses, increased illumina- 
tion, and a more sensitive television camera tube. 

Modification of Helmet Support Attachment.— 
The suspension of the helmet and associated equip- 
ment shown in figure 1 is designed primarily for 
horizontal viewing. The present range of motion 
is entirely satisfactory for the usual clinical and 
classroom demonstrations, but during surgical pro- 
cedures increased vertical variation is desirable. 
This maneuverability may be accomplished by at- 
taching the suspension brackets on either side of 
the helmet at the level of the lower plate, which 
is close to the axis of vertical rotation and permits 
easy downward motion of the camera. 

Color Television. — The greatest improvement 
which could be made would be conversion from 
black and white to color television. The use of 


ciated special periscopic lens system. The device 
permits direct viewing by an examiner and simul- 
taneous televiewing by others of exactly the same 
subject area. A complete working pilot model was 
built and used in several teaching situations in 
otorhinolaryngology. This application of the in- 
strument demonstrated its practicability and _re- 
vealed a few desirable modifications that are 
being instituted in continuirg development. With 
appropriate changes in the optical system, the 
same principle could be applied to television of 
similar procedures in various branches of medi- 
cine and surgery. 


159 E. Chicago Ave. (11) (Dr. von Leden). 


The television equipment used in this study, Diamond 
Utilivue Model 500 closed circuit television system, was 
supplied by Diamond Power Specialty Co., Lancaster, Ohio. 
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In this age of space travel, when each moment 
counts, it is important that medical consultations 
with an appropriate specialist be available at any 
time and place, particularly in cases of emergency. 
The best clinical examination, of course, results 
from personal contact with the patient, and it is the 
doctor who should make the diagnosis, not the 
machine. It is not the purpose of the described 
method to substitute heart auscultation by radio- 
electronic devices for such examinations, but in 
emergencies, or when the patient is at a great dis- 
tance from the specialist, the application of the 
modern means of communication will undoubtedly 
prove beneficial. 

The radio transmits information of all kinds 
instantly from one corner of the earth to the other 
and telephotography similarly transmits photo- 
graphs. These modern technical facilities are avail- 
able to medicine. The heart, being the motor of any 
living body, deserves particular consideration; in- 
deed, my first essays in distance transmissions were 
records of heart examinations. The first two experi- 
ments with transatlantic transmissions of heart 
auscultation were performed on May 26 and July 3, 
1958, from New York to Paris and Rome. 


Transmissions 


First, the details of auscultation of a normal 
heart were transmitted through sound tape.’ In 
Paris and Rome a recording was made of the trans- 
mitted heartbeats. In order to check cardiac acous- 
tic phenomena received abroad, the recorded 
sounds were instantly retransmitted from Paris and 
Rome back to New York. It was thus possible to 
judge the quality of the transmission and the re- 
ception through retransmission of the audiovisual 
records.” Within a few seconds the heart sounds 
crossed the ocean twice, first to Europe and then 
back to America. 

With the heart sounds a visual record was trans- 
mitted by radiophotography, containing the clinical 
data on the patient such as age, sex, height, weight, 
temperature, and blood pressure as well as a chest 
roentgenogram, an electrocardiogram, and the sym- 
bolic cardio-charting.* The transmitted records 
also contained the results of laboratory tests. 

After the successful reception of the audiovisual 
data on a normal heart, records of certain pathologi- 
cal cases were transmitted, including instances of 
mitral stenosis, mitral insufficiency, aortic stenosis, 
and aortic insufficiency. Preoperative and post- 
operative data on cases of cardiac surgery were 
then transmitted, including tight mitral stenosis, 
mitral stenosis with subacute bacterial endocarditis, 
patent ductus arteriosus with subacute bacterial 
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The transatlantic sending of heart sounds, 
roentgenograms, and other essential clinical 
data is possible. The accuracy of such trans- 
mission from New York has been tested by 
recording the data on tape in Paris and 
Rome and instantly retransmitting to New 
York. There was no language barrier when 
the transmitted records contained no spoken 
words. The transmitted information, both 
visible and audible, was received in the form 
of recordings that could be examined with 
deliberation and stored for reference. The 
experiments here reported were concerned 
with heart conditions, but the possibilities so 
revealed were far-reaching. 


endocartitis, and tetralogy of Fallot. It would not 
have been possible to compare at a distance the 
auscultatory findings preceding and following sur- 
gical intervention without the recorded preopera- 
tive auscultatory details. 

After the surgical records, fetal heartbeats which 
had been recorded just before delivery were also 
transmitted along with the normal heartbeats of 
the mother for purposes of comparison. Audio- 
visual transmission of cardiac records which are 
often sufficient can be supplemented if necessary 
in special cases by direct transoceanic conversa- 
tions between two medical consultants. 


Technique 


Cardiac auscultation is first recorded on sound 
tape* through an appropriate microphone and 
then played back for audible transmission. The 
recording speed is irrelevant since cardiac frequen- 
cies are rather low. While the speed of transmission 
may or may not correspond to the recording speed, 
the playback must be at the recording speed. The 
auscultation can also be directly transmitted, if the 
cardiac sounds and murmurs are fed directly from 
the patient’s chest through the microphone and the 
magnetic head to the transmitting instrument. 

The visual record, which contains the clinical 
data, the chest roentgenogram, the electrocardio- 
gram, and the cardio-chart,’ is located on one side 
of a sheet of paper which is placed on the drum of 
the telephoto transmitter. The photograph received 
in Europe is similar to the original transmitted 
from New York, and can be used at once for medi- 
cal interpretation (see figure). 

Results.—Abroad, the reactions of the heart spe- 
cialists to the transmitted records were similar to 
the reactions these same examiners would have had 
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during an actual examination of the same patients. 
While the audiovisual record is studied at the point 
of reception, a copy is transmitted so that patients 
can be instantly studied, discussed, and compared 
in the remotest parts of the world by the appro- 
priate specialists while the patients themselves re- 
main undisturbed. 


HEART EXAMINATION BY RADIO—BRISKIER 


J.A.M.A., April 25, 1959 


sion of laboratory tests, and communication of ther- 
apeutic results; and instant reporting of medical 
data concerning epidemics and disasters. Although 
the experiments reported here were concerned ex- 
clusively with heart conditions, this method of con- 
sultation by radio transmission will prove useful in 
all fields of medicine, surgery, and obstetrics. 


NEW YORK—»PARIS—> 


A, visual record transmitted from New York; B, same record a few minutes later at reception in Paris, indicating age, sex, 
height, weight, temperature, pulse, cardio-chart, chest x-ray, and electrocardiogram. Cardio-chart (top) shows (1) first heart 
sound; (2) second heart sound masked, following (1) loud rough systolic murmur radiating upward, following (2) soft 
decrescendo murmur radiating outward and upward best heard at An aortic region, second interspace. 


Applications.—This method has such far-reaching 
applications as cardiac consultation with specialists 
located anywhere in the world, particularly when 
the desired specialist is on a different continent 
than the patient; in cases of emergency, lifesaving 
consultations from a plane, a boat, the desert, or 
the jungle; teaching, demonstration of unusual 
medicosurgical cases, communication of scientific 
discoveries; establishment of diagnosis, transmis- 


Universality.—The transmitted records contained 
no spoken words, so there were no language bar- 
riers. Because of the simplicity and the clarity of 
the records, including the self-explanatory sym- 
bolic cardio-charting, the messages are instantly 
understood by all physicians of any nationality.° 
The method is therefore universal in scope and 
spirit. 
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Thanks to radio and radiophotographic trans- 
missions of clinical and laboratory data, a new field 
is open for instantaneous medicosurgical examina- 
tion and consultation. Thus an interchange of 
medical and scientific information from and to any 
distant place is possible. The application of this 
new method will prove useful ‘Tisiseaaly for 
both patients and doctors and it should result in a 
more complete and satisfactory mutual under- 
standing among all doctors and scientists through- 
out the world. 
_ Summary 

Short wave radio and telephoto transmission 

make it possible to communicate instantly, at an 
distance, all pertinent clinical and laboratory find- 
ings in patients with heart conditions. The first 
successful transatlantic audiovisual transmissions 
of cardiac auscultation, including clinical data, 
roentgenogram, electrocardiogram, and cardio- 
chart from New York to Paris and Rome and back 
have been accomplished. The audible heart sounds 
were transmitted by radio through sound tape. 
The complete visual records were transmitted by 
radiophotography. 
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The transmission was successfully received in 
Paris and Rome, and the sound fidelity as well as 
the picture quality were crosschecked in New York 
by immediate retransmission of the records after 
their reception abroad. This new system can be 
used in all fields of medicine, surgery, and ob- 
stetrics in all parts of the world. 


950 Park Ave. (28). 
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In March, 1958, the U. S. Public Health Service 
Hospital in Savannah, Ga., created an interdepart- 
mental committee on infections as recommended 
by the Conference on Staphylococcic Infections in 
the Hospital and Community.’ This committee 
initiated a program to determine the extent of the 
potential staphylococcic problem within this hos- 
pital and requested the assistance of the Technical 
Development Laboratories of the Communicable 
Disease Center, also located in Savannah, with the 
phase of the program concerned with airborne or- 
ganisms. This paper presents a discussion of some 
of the findings in air-sampling work conducted to 
date. 

Staphylococcus aureus has been isolated from the 
air of surgical wards,’ nurseries,’ and burn dressing 
rooms,* as well as operating rooms.° In spite of this 
rather common prevalence, the role -of air in the 
transmission of hospital-acquired infections is still 
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OPERATING ROOM 


Air-sampling for bacteriological studies 
was carried out in an operating room for 
nine days, during which 27 patients were 
operated on. The 34 colonies of Staphylo- 
coccus aureus so obtained were studied as 
to bacteriophage type. The most frequent 
type was 80/81. The colonies differed as to 
sensitiveness to most of the eight antibiotics 
tested, but all colonies were sensitive to 
polymyxin B. Eight of the colonies proved 
sensitive to every one of the antibiotics 
tested, but there was one colony, not typ- 
able, that was resistant to chlortetracycline, 
chloramphenicol, erythromycin, penicillin, 
oxytetracycline, and tetracycline. Nontypable 
colonies were obtained from the nares of 
two persons working in the operating room. 
One postoperative infection occurred; the 
organism concerned was a staphylococcus of 
type 80/81. 
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not clearly defined. Clarke and co-workers,’ after 
studying Staph. aureus wound infections in two 
surgical wards, concluded that spread by contact 
was the most important route and that efforts to 
limit spread by contact would be more fruitful 
than measures directed at airborne bacteria. Never- 
theless, Shooter and co-workers ° reversed the direc- 
tion of air flow through an operating room so that 
air entered the theater from out-of-doors instead of 
from a hospital corridor and thereby reduced the 
total bacterial counts of the room as well as the 
number of postoperative infections. One of the 
latest studies to be reported has been that of 
Kinmonth and others,’ in which a curved tube was 
attached to the inlet of a slit sampler and the open 
end of the tube was exposed adjacent to the in- 
cision of individuals on the operating table. Staph. 
aureus was recovered on only six occasions, and 
two Staph. aureus infections occurred when no 
Staph. aureus was detected in the air. It was con- 
cluded that there seems to be little relationship 
between the development of postoperative sepsis 
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SAMPLER 


and the presence or absence of Staph. aureus in the 
theater air. However, the technique of adding a 
curved tube to the inlet of a sampler, and drawing 
air through this tube in order to obtain a sample, is 
a questionable one, since the heavier particles will 
most likely be trapped in the tube and will not 
reach the sampler. 


Methods of Study 


The PHS Hospital in Savannah has a capacity of 
150 beds. It was constructed in 1906. The operating 
theater is on the third floor and comprises a suite 
of rooms, as shown in figure 1. The rooms are all 
interconnected and are located adjacent to the 
main third-floor corridor. Air from outdoors passes 
through a system of filters and a refrigerated 
water spray (or through steam-heated coils in cold 
weather), enters the main operating room under 
positive pressure through four ceiling diffusers, and 
leaves through the doorways. An outlet specifically 
for air is not provided in the main operating room. 
The air is not recirculated. Temperatures during 
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the sampling days ranged from a low of 64 F toa 
high of 76 F, and relative humidities ranged from 
37 to 78%. The rooms are also warmed by means 
of steam radiators. 

A Casella slit air sampler was used in this survey 
and was set up in the main operating room near the 
scrub room door. Settling plates were simultane- 
ously exposed near the slit sampler. The approxi- 
mate location is shown in figure 1. The site selected 
for the sampler was based on the desire to obtain 
as good a sample of air as possible without interfer- 
ing with the surgical team. It was set up 6 to 8 ft. 
from the operating table at approximately the same 
elevation as the table and near an open door 
through which outgoing air passed. 

Two types of mediums were used in the sampling 
activities, 5% defibrinated sheep blood heart infu- 
sion agar and Chapman-Stone (Difco) agar. One or 
the other medium was used in the slit sampler for 
an entire day. With the settling plates, both medi- 
ums were exposed simultaneously except for one 
day when blood agar plates only were exposed. 


EENT SMALL 
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Fig. 1.—Operating suite, PHS Hospital, Savannah, Ga. (scale: 1/16 in. equals | ft.). 


The slit sampler was operated at a rate of 0.97 
cu. ft. per minute. Plates were exposed in this 
sampler for different intervals of time, varying 
from 5 to 15 minutes for blood agar plates and 10 
to 20 minutes for Chapman-Stone agar plates. 
Blood agar plates were incubated at 37 C for 48 
hours. Chapman-Stone plates were incubated at 
37 C for 24 hours followed by 30 C for 48 hours. 
All suspicious-looking Staph. aureus colonies on 
blood agar were streaked on Chapman-Stone agar. 
Golden-colored colonies on Chapman-Stone agar 
were transferred to heart infusion agar slants. Gram 
stains of these transplants were made and coagulase 
tests performed. In no case was a golden-colored 
colony on Chapman-Stone agar found which was 
not coagulase positive. Total colony counts were 
made on the blood agar plates after 48 hours’ incu- 
bation at 37 C. A golden-colored colony on Chap- 
man-Stone agar showing gram-positive cocci in 
typical cluster arrangement and coagulase-positive 
characteristics was considered as Staph. aureus. 
The tube coagulase test was employed using desic- 
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cated rabbit plasma (Difco). A careful record of the 
activities in the operating room was maintained 
while sampling was being done. 

Findings 

Air-sampling activities were conducted in the 
main operating room on nine days between March 
31 and June 6, 1958. A total of 27 patients were 
operated on during the sampling days; 3,276.3 cu. ft. 
of air was sampled in the slit sampler, 1,685.0 on 
blood agar, and 1,591.3 on Chapman-Stone medium. 
Blood agar settling plates were exposed a total of 
3,748 minutes and Chapman-Stone plates 3,189 
minutes. 

At least one colony of Staph. aureus (as identi- 
fied above) was recovered on each of the nine sam- 
pling days. The frequency of distribution was as 
follows: one colony was recovered on each of three 
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probably a chance phenomenon with no relation- 
ship to particle size or the kind of medium em- 
ployed. 

All 34 Staph. aureus colonies isolated from the 
air of the operating room were phage typed. Four- 
teen were 80/81, nine VA4, and three not typable, 
while the remaining cultures consisted of one each 
of the following types: 6,77; 44A; 47; 7; 52A,80; 
29,52,52A,80; 52A; and 79. Sensitivities of the Staph. 
aureus isolated from the air of the operating room 
were checked against eight antibiotics with use of 
intermediate-strength Difco disks. The presence of 
a zone of inhibition without regard to size was 
interpreted as indicating sensitivity. The order of 
decreasing effect was as follows: (a) polymyxin B, 
100% sensitive; (b) erythromycin and penicillin, 
97% each; (c) chloramphenicol (Chloromycetin), 


No. of Chlortetra- Chloram- 
Colonies Phage Type* eycline phenieol Streptomycin 
VA4 s R 


Antibiotic Sensitivitiest 


Oxytetra- 


Erythro- Poly- 
myein Penicillin myxin B eyeline Tetracycline 
8 S R 


+ Intermediate-strength Difeo disks. S = sensitive; R = resistant. 


days, 2 colonies on each of two days, 3 colonies on 
one day, 6 colonies on each of two days, and 12 
colonies on one day. 

Recoveries of Staph. aureus with the slit sam- 
pler for the two mediums totaled 18 colonies on 
blood agar and 12 colonies on Chapman-Stone agar. 
Correcting for the difference in volume sampled, 
this represents a yield of Staph. aureus—bearing 
particles per 100 cu. ft. of 1.07 for blood agar and 
0.76 for Chapman-Stone agar, or a ratio of 1.41 to 
1. Laboratory tests of the same two mediums, 
with use of phage types VA4 isolated from an infec- 
tion and 80/81 isolated from the air, were made in 
which the two mediums were inoculated with equal 
volumes of dilute suspensions. The ratios of recov- 
eries on blood agar versus Chapman-Stone agar 
obtained from these tests were 1.30 to 1 for the 
VA4 strain and 1.67 to 1 for the 80/81 strain. These 
ratios show that the recoveries of Staph. aureus 
from the operating room air with these two medi- 
ums are of the same order as would be expected 
based on laboratory findings. 

Only four colonies of Staph. aureus were recov- 
ered on Chapman-Stone settling plates. None was 
recovered on blood agar settling plates. This was 


* Phage typing by Communicable Disease Center laboratory branch facilities, Chamblee, Ga. 


88%; (d) ch’ortetracycline (Aureomycin) and tetra- 
cycline, 62% each; (e) streptomycin, 29%; and (f) 
oxytetracycline (Terramycin) 27%. The table sum- 
marizes the phage types and sensitivities of these 
colonies. 

Two of the operating room staff harbored Staph. 
aureus in their nares, as determined by single cul- 
tures taken by the infections committee. The Staph. 
aureus in both of these individuals were of a strain 
that was not phage typable and were resistant to 
penicillin. During the course of the air-sampling 
studies, only one colony of Staph. aureus which fits 
this pattern was isolated from the air. This was 
obtained 10 days after the cultures were taken from 
the staff and was the only Staph. aureus recovered 
on that day. Both individuals were ia the operating 
room at the time this organism was sampled. 

The mere recovery of one or two Staph. aureus 
colonies from the air in a day’s sampling time does 
not provide much of a picture unless the sampling 
procedure is continued long enough to permit the 
emergence of some sort of pattern. However, when 
6, or better yet, 12, isolates are obtained in a day’s 
sampling, some patterns become apparent. 
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Data from the three days on which these num- 
bers were recovered from the air of the operating 
room during the course of this survey are shown 
in figures 2, 3, and 4. Figure 2 represents the re- 
sults of May 21, when Chapman-Stone agar was 
used in the slit sampler. The arrows above the time 
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Fig. 2.—Staphylococcus aureus recoveries in main operat- 
ing room, May 21, 1958. 


scale indicate the length of time the slit sampler 
was operating. Each black dot denotes a Staph. 
aureus recovery and is positioned chronologically. 
The number above each dot denotes the phage 
type. The arrows underneath the time scale denote 
the time interval from the initial incision to the 
final suture. On this day, all Staph. aureus recov- 
eries were obtained after the lunch hour. In spite 
of the apparently heavy exposure (5.4 Staph. aureus 
per 100 cu. ft. of air sampled) of the hernia pa- 
tient, neither he nor any other patient this day 
developed a postoperative infection. 

Figure 3 represents the results of April 21, when 
blood agar was used in the slit sampler and total 
counts obtained. Again, the arrows indicate actual 
intervals of operations, the dots represent Staph. 
aureus recoveries, and the numbers above denote 
the phage types. All cultures were phage type VA4. 
A point of interest on this day was the three col- 
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Fig. 3.—Bacterial counts and Staphylococcus aureus 
recoveries in main operating room, April 21, 1958. 


onies that were obtained on the sample which was 
exposed while the room was swept with a hair 
broom. The only time a broom was used in the 
operating room of this hospital was at the end of 
the day when the amount of debris (mostly sutures) 
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on the floor was too great to be picked up indi- 
vidually by hand. (A mop dampened by a dis- 
infectant solution has now been substituted.) 

Figure 4 represents the day when the highest 
recoveries were made (23 Staph. aureus per 100 
cu. ft.) and the day a patient became infected. 
This patient had a biopsy performed on his right 
femur. All four Staph. aureus colonies isolated from 
the air by the slit sampler while this patient was 
undergoing surgery as well as the two recovered 
from the settling plate were phage type 80/81. The 
subsequent postoperative infection suffered by this 
patient was due to an 80/81 Staph. aureus. 

At the end of this day, the room was swept with 
a hair broom. Two Staph. aureus colonies were 
sampled from the air at this time. One was a phage 
type 7 and the other an 80/81. The sample that 
followed this was accidentally broken and conse- 
quently it is not known how rapidly the Staph. 
aureus—bearing particles which were apparently 
stirred up by the sweeping might have settled out. 
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Fig. 4.—Bacterial counts and Staphylococcus aureus re- 
coveries in main operating room, June 6, 1958. 


However, none was recovered from the following 
and last sample of the day, which was taken 
approximately 10 minutes after sweeping ceased. 
Duguid and Wallace * demonstrated that 90% of 
the bacteria-carrying particles disappear for various 
reasons within 35 minutes after an unventilated 
room is vacated. 
Comment 


According to the results with the slit sampler, 
two. individuals were exposed to relatively high 
concentrations of airborne Staph. aureus. The pa- 
tient of May 21 did not suffer a subsequent post- 
operative infection, while the patient of June 6 did. 
If airborne Staph. aureus was the source of the 
infection and all the many other variables are 
equated, what differences can be found in the two 
cases? First, the May 21 patient was exposed to a 
peak concentration of 5.4 Staph. aureus—bearing 
particles per 100 cu. ft., whereas the June 6 patient 
was exposed to a maximum of 23 per 100 cu. ft. 
Second, no Staph. aureus colonies were recovered 
from settling plates on May 21, whereas two were 
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recovered prior to or during the operation of June 6 
(a settling rate of 26.5 Staph. aureus—bearing par- 
ticles per square foot per minute). And third, three 
different phage types were recovered during the 
critical interval of May 21, whereas all those recov- 
ered during a similar interval of June 6 were of the 
one type, 80/81. 

The data of May 21 and June 6 both indicate a 
sudden influx of the Staph. aureus into the air of 
the operating room. (As demonstrated by Shooter 
and others,® Staph. aureus, when present in com- 
paratively large numbers, appears to enter in an 
explosive manner.) April 21 would have been a 
“low-yield” day had it not been for the three 
colonies recovered while the room was swept. The 
data of May 21 suggest that the operating room 
personnel and/or the patient brought the organisms 
in with them after lunch, since no Staph. aureus- 
bearing particles were obtained prior to lunch and 
the same personnel were present during the entire 
day. The data of June 6 show that the patient 
probably brought the Staph. aureus into the room, 
since none was recovered prior to his entering and 
the operating room personnel consisted of the same 
individuals. This does not eliminate the operating 
room personnel, since several did leave the oper- 
ating room for short periods between operations 
and return. 

Conclusions 


While we agree that the data of this study are 
extremely limited, certain findings are worthy of the 
attention of surgical personnel. 1. A postoperative 
infection occurred in a patient who was exposed to 
a relatively high concentration of airborne Staphy- 
lococcus aureus of the so-called epidemic strain 
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80/81. The attending surgical staff were not nasal 
carriers of this phage type. 2. Sweeping the oper- 
ating room floor with a hair broom can introduce 
Staph. aureus into the air. 3. One Staph. aureus- 
bearing particle was recovered from the air which 
was similar to the Staph. aureus found in the nares 
of two individuals among the surgical staff. 4. Staph. 
aureus, when present in comparatively large num- 
bers, appears to enter in an explosive manner. This 
entrance might be attributable to the patient or to 
recent contact of the operating room staff with a 
source. 
P. O. Box 769 (Mr. Wolf). 
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ous section of the medical community, the general practitioners are also the most 


Te GOOD GENERAL PRACTITIONER.—In addition to being the most numer- 
important. .. . He . . . best knows the family history and environment of the pa- 


tient, and he alone is the arbiter as to where to send the patient in case expert opinion or 
special treatment is required. . . . The doctor has the highest of all human privileges, to 
wit, helping others in their troubles, relieving them in their pain, and comforting 
them in their sorrows. This must, and should, compensate for all the long hours of 
work, all the heavy responsibilities, and the commonly all too meager financial re- 
ward. . . . Now to consider the qualities that should tend to make one a success in 
general practice. . . . To my mind, the really outstanding qualities are kindness, 
tenderness and understanding, which enable one to treat the patient rather than the 
disease. Never forget, no matter how interesting the clinical picture may be, that 
you are there first and foremost to bring relief to a human being. In nine cases out 
of ten you will find out that peace of mind is what is being sought rather than ease 
of body. Especially in the age we live in, when education is more universal . . . 
and the radio and Press of extreme power, you will tend to find that every pain in 
the chest is imagined to be heart disease, and every abdominal pain is due to cancer. 
Fear is the real bogey you will have to fight, and you can’t fight fear unless you 
understand men. Hence, I stress once more that you will be treating human beings 
more than disease.—D. W. Macnamara, M.B., B.Ch., The Good General Practitioner, 
The Journal of the Irish Medical Association, February, 1959. 
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In 1942, Albright and others’ described a 
familial metabolic disorder characterized by clini- 
cal and biochemical signs suggestive of hypopara- 
thyroidism along with a number of physical defects 
including short stature, broad face, poor mental 
development, short metatarsals and metacarpals, 
and ectopic calcification. Intravenous administra- 
tion of parathyroid hormone (Parathormone ) 
failed to produce the expected phosphate diuresis, 
and normal or hypertrophied parathyroid glands 
were noted. This was considered to represent a 
failure of end-organ response, and the term pseudo- 
hypoparathyroidism was coined. In 1952, Albright 
and others * reported the case of a patient with all 
the physical characteristics of pseudo-hypopara- 
thyroidism but having normal serum calcium and 
phosphorus levels. The term pseudo-pseudohypo- 
parathyroidism was suggested for this entity and, 
since the original description, six cases have been 
reported. The case of pseudo-pseudohypoparathy- 
roidism reported here was complicated by the pa- 
tient’s obesity and alveolar hypoventilation. 


Report of a Case 


A 61-year-old housewife was admitted to hospital on April 
22, 1958, complaining of excessive drowsiness. She had had 
difficulty with her arms since birth. Her parents and siblings 
were apparently normal. She had no children. 

The patient’s face was round and she was short of stature, 
being 4 ft. 10 in. (147 cm.) tall. Her weight on admission 
was 228.5 lb. (113.6 kg.) (fig. 1A). Marked mental impair- 
ment was noted, and cyanosis, which increased with recum- 
bency or sleep and decreased in the upright position or with 
hyperventilation. Her right pupil was irregular in shape and 
there were bilateral lenticular opacities. 

The patient was obese, with increased thoracic kyphosis 
and anteroposterior diameter. There was generalized dulness 
to percussion over the chest, breath sounds were distant, and 
there were no adventitious sounds. The apex beat was not 
palpable. Blood pressure was 140/80 mm. Hg. The abdomen 
was barrel-shaped and no organs or masses could be felt 
through the obese abdominal wall. 

The patient’s legs were short, with pitting edema halfway 
to the knees. She had difficulty extending both elbows, and 
movement in the right shoulder was painful and reduced in 
all directions. Both hands were short and there was displace- 
ment of the first, second, and fifth metacarpophalangeal 
joints on the right hand and the second, fourth, and fifth 
on the left, with dimpling of the knuckles (fig. 1B). No 
finger clubbing was noted, but the nail beds were deeply 
cyanotic. Her lower extremities appeared structurally normal. 
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REPORT OF A CASE WITH ASSOCIATED CARDIOPULMONARY SYNDROME OF OBESITY 


Thomas R. Casey, M.D., Bernhard B. Fast, M.D. 


Reuben M. Cherniack, M.D., Winnipeg, Manitoba, Canada 


J.A.M.A., April 25, 1959 


The term pseudo-pseudohypoparathyroid- 
ism is applied to a condition in which a 
patient with dyschondroplasia and ectopic 
bone formation responds to administration 
of parathyroid hormone. The patient here 
described, a 61-year-old woman, had a 
round facies, short stature, shortened meta- 
carpals and metatarsals, symmetrical de- 
formities of both elbows, and lens opacities. 
Her response to parathyroid hormone was 
not studied, but determinations of calcium 
and phosphorus in her blood suggested 
normal parathyroid function. Hospitalization 
was made necessary by excessive drowsiness 
associated with alveolar hypoventilation and 
obesity. The patient left the hospital much 
improved after achieving a weight-reduction 
of 9 kg. (20 Ib.). 


External genitalia were normal, as was the distribution of 
hair. No tendon reflexes were elicited and plantar responses 
were normal. Intertrigo was present in the folds of fat, 
particularly beneath the breasts. 

Laboratory studies yielded the following results: No ab- 
normalities in the urine; hemoglobin level was 16.5 Gm. per 
100 ml., erythrocytes 5,500,000 per cubic millimeter; hema- 
tocrit value 58%; blood sedimentation rate (Westergren) 
7 mm. per hour; and leukocytes, 8,500 per cubic millimeter 
with a normal differential and platelet count. Serum calcium 
and phosphate levels, measured on two occasions, were 10.7 
and 10.4 mg. per 100 cc., and 4.2 and 5.0 mg. per 100 cc. 
respectively. Alkaline phosphatase levels, measured on the 
same occasions, were 10 and 11 King-Armstrong units. The 
electrocardiogram showed S-T segment depression in 1, 2, 
aVL, aVF, and from Vz to Vs. The electroencephalogram 
was of low amplitude but no abnormality was seen. 

Chest roentgenograms showed the heart to be increased in 
width, with abnormal hilar shadows and pulmonary vascular 
detail. Skull roentgenograms revealed a small area of calcifi- 
cation or ossification in the falx cerebri. Roentgenograms of 
the right hand demonstrated shortened first, second, and fifth 
metacarpals, while the second, fourth, and fifth metacarpals 
were shortened in the left hand (fig. 2A). The metatarsals of 
the left great toe were considerably shortened. Roentgeno- 
grams of both elbows showed identical deformities (fig. 2B), 
the proximal end of the radius being distorted and articu- 
lating with the anterior surface of the humerus close to the 
capitellum, which was irregular. There was excessive new 
bone formation around the proximal end of the radius and a 
suggestion of ectopic ossification around the joint. Roentgeno- 
grams of the spine revealed no further abnormalities. 
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It was impossible to complete respiratory function studies 
because of the patient’s lack of comprehension and mental 
dulness. Arterial blood and blood volume studies are shown 
in the table. It can be seen that there was alveolar hypo- 
ventilation with hypoxia, hypercapnia, and moderate poly- 
cythemia and that 15 seconds of hyperventilation produced 
an improvement in the level of blood gases. 

Treatment in hospital consisted of an 800-calorie reducing 
diet, D-amphetamine in daily doses of 10 mg. and analgesics. 
At discharge from hospital the patient had lost 20 Ib. (9.1 
kg.) and there was distinct improvement in her color, energy 
level, and quality of breathing. 


Comment 


The physical features of a round face, short obese 
stature, mental dulness, short metatarsals and 
metacarpals, and normal serum calcium and phos- 
phorus values support the diagnosis of pseudo- 
pseudohypoparathyroidism. There was no calcifica- 
tion of the basal ganglions, but ectopic ossification 


Fig. 1.—Patient with pseudo-pseudohypoparathyroidism; 
short stature, obesity, deformed arms, and dimpling of 
knuckles. A, anterior view; B, lateral view. 


was present. The lenticular opacities and the 
diffuse, low-voltage electroencephalogram are other 
features previously described. The patient’s re- 
sponse to parathyroid hormone was not determined, 
but the levels of calcium and phosphorus suggest 
normal parathyroid function. The low-voltage 
electroencephalogram is of interest but should per- 
haps not be attributed to this syndrome since 
hypoxia and hypercapnia may be reflected as non- 
specific electroencephalographic changes.* 

The association between obesity and alveolar 
hypoventilation, secondary polycythemia, and cor 
pulmonale in the absence of pulmonary disease has 
recently received considerable attention.* The pos- 
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sibility of alveolar hypoventilation with obesity was 
considered when the patient was noted to be 
deeply cyanotic and to twitch while asleep. When 
first admitted she slept almost constantly if not 
disturbed. She was always startled when aroused, 
and took several quick breaths which improved her 


Fig. 2.—A, roentgenogram of both hands; shortened first, 
second, and fifth metacarpals of right hand and second, 
fourth, and fifth metacarpals of left. B, roentgenogram of 
elbow; irregularity and displacement of elbow joint with 
excessive bone formation around proximal end of radius. 


color. The findings of reduced minute volume, 
hypoxia, and hypercapnia with increased blood 
volume, increased red blood cell mass, and elevated 
hematocrit values in the absence of clinical pul- 
monary disease confirmed the diagnosis of alveolar 
hypoventilation and secondary polycythemia. 
These studies were obtained while the patient was 


Pulmonary Function and Blood Volume Studies 


Study Patient Normal 
Ventilation,” 6.38 6-10 
2» 
GB. 340 510-800 
Dead space/tidal volume ratio, %.......sceeeeeeees 47 <30 
Arterial, at rest 
hematocrit value, 58 
Blood volume (ml./sq. m.) 
GOCE] 2,900 2,250 
1,216 1,270 
Fed 1,682 986 


* Body temperature, ambient pressure, saturated with water. 
t Value in parentheses obtained during hyperventilation. 


awake. Her striking color changes when asleep 
suggest that the gas tensions would have been 
markedly abnormal had they been obtained while 
she was asleep. That these findings were due to 
the presence of obesity can only be postulated 
since it was not possible to repeat the studies after 
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the patient's 20-lb. weight loss, but the clinical im- 

provement indicates the possible association, in her 
case, of excessive weight and altered arterial blood 
gases. In addition, the marked improvement in 
arterial oxygen tension after slight hyperventilation 
further suggests that the lungs were normal. It is of 
interest that it was the symptoms resulting from 
alveolar hypoventilation which led to the hospital 
admission of this patient. 

In addition to the original case six patients with 
pseudo-pseudohypoparathyroidism have been re- 
ported in the world literature. In 1955, Miles and 
Elrick ° described a 25-year-old woman with the 
typical physical features including lenticular 
opacities but without ectopic calcification. Roche 
and others® described a 40-year-old man with 
dyschondroplasia and ectopic calcification but 
normal configuration and facial contour. In addi- 
tion, he was noted to have blue scleras. Wallach 
and others” in October, 1956, described a 24-year- 
old man with striking subcutaneous ossification but 
neither short metacarpal and metatarsal bones nor 
short stature and round face. The dyschondroplasia 
was restricted to short distal phalanges. He also had 
gout, unexplained splenomegaly, lymphoid hyper- 
plasia, and asymptomatic rheumatoid spondylitis. 
McNeely * and others described a 24-year-old man 
manifesting brachydactylia and short stature with 
soft tissue calcification and ossification. Seringe and 
Tomkiewicz°* recently reported two sisters, aged 
15% and 10%, who were short, bordering on dwarf- 
ism, with short necks, slightly rounded facies, and 
pronounced brachymetapody. In both patients and 
in the otherwise normal mother blue scleras were 
noted. In 1956, Cusmano and others,"° in a report of 
six cases of pseudo-hypoparathyroidism, mention 
that the mother of one of the patients in the series 
showed short stature, short metacarpals and 
metatarsals, and undoubtedly represented a further 
case of pseudo-pseudohypoparathyroidism. 

Albright’s concept of the syndrome of pseudo- 
hypoparathyroidism was that it consists “of several 
unrelated genetic defects which occur simultane- 
ously,” including unresponsiveness to parathyroid 
hormone, dyschondroplasia, and ectopic bone for- 
mation, The term pseudo-pseudohypoparathyroid- 
ism was applied by Albright to individuals with the 
second and third defects but without the first; thus, 
the initial report on pseudo-pseudohypoparathy- 
roidism tended to confirm the view that dyschon- 
droplasia and ectopic bone formation were 
genetically separate from the failure of responsive- 
ness to parathyroid hormone. The term pseudo- 
pseudohypoparathyroidism is perhaps an unfor- 
tunate one since it has suggested to some that it is 
a forme fruste of pseudo-hypoparathyroidism. Dis- 
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covery and definition of the metabolic errors 
distinguishing these defects will undoubtedly pro- 
vide a more useful term. 


Summary 


A 61-year-old woman with round facies, short 
stature, shortened metacarpals and metatarsals, 
lens opacities, and normal parathyroid function 
fulfilled the criteria for a diagnosis of pseudo- 
pseudohypoparathyroidism. Her excess weight 
and abnormal respiratory function satisfied the 
necessary requirements for the diagnosis of alveolar 
hypoventilation associated with obesity. Excessive 
drowsiness associated with the alveolar hypo- 
ventilation probably precipitated the hospital ad- 
mission. 


700 Bannatyne Ave. (3) (Dr. Cherniack). 
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The use of synnematin B in the treatment of 
typhoid in infants and children in the Hospital 
Infantil, Mexico City, was reported in 1955 by 
Benavides and associates.’ Synnematin B was shown 
to be effective in the treatment of acute typhoid as 
indicated by the fact that no deaths or perfora- 
tions were observed in this series of cases. It is of 
interest to note that Salmonella typhi was cleared 
from both blood and feces of all patients and that 
no indications of toxicity referrable to the drug were 
reported. Of further significance is the fact that 
the development of the carrier state has not been 
observed in any patient adequately treated with 
synnematin B. 

The present report is believed to be the first paper 
published on the clinical use of synnematin B in 
typhoid in the United States. It is an account of 
acute typhoid in an adult which responded dra- 
matically to treatment with synnematin B after 
failure of chloramphenicol (Chloromycetin) to 
effect a favorable clinical response. 


The patient’s family, consisting of husband, wife, and son, 
entered Mexico for a vacation on Feb. 6, 1956. On Feb. 16, 
the wife developed mild diarrhea which persisted until Feb. 
20. The family returned to Michigan on Feb. 25. On Feb. 27 
the patient noted a return of malaise and diarrhea and had a 
chill, and on Feb. 29 she developed fever, headache, cough, 
and occasional chill. Treatment for three days with penicillin 
and an unidentified wide-spectrum antibiotic ordered by a 
local physician was ineffective. From March 3 to March 9 
she had no treatment and became progressively worse. On 
March 9, one of us (F. C. G.) made a clinical diagnosis of 
typhoid and started oral treatment with chloramphenicol 
(250 mg. every six hours). The patient’s condition deterio- 
rated, and she was admitted to the hospital on March 10, 
1956. A summary of this case is presented in the figure. 

Therapy with intramuscularly given chloramphenicol was 
also instituted on admission. S. typhi was isolated from both 
blood and feces on March 11 and 12. Results of the Widal 
agglutination test done on March 11 were reported as fol- 
lows: S. typhi O antigen 1:10,240, H antigen 1:80, and S. 
paratyphi B 1:160. The patient’s condition continued to de- 
teriorate while she was on chloramphenicol therapy. On 
March 13, 1956, she was semicomatose and bleeding grossly 
from the intestine, had a spiking temperature with peaks at 
104.4 F (40.2 C, oral temperature), and was considered to 
be in a critical condition. 

Physical examination on March 12, 1956, prior to starting 
synnematin B therapy, revealed an acutely ill, well-nourished 
woman, 37 years of age, weighing 212 lb. (96.1 kg.). She 
was semicomatose, had a nonproductive cough, and apparent- 
ly had some difficulty in hearing. Oral temperature was 
104.4 F, the ‘pulse regular at 100 per minute, blood pressure 
130/84 mm. Hg, and respiration rate 32 per minute. The 
positive findings may be summarized as follows: typical rose 


F rom the Michigan Department of Health, Division of Laboratories 
: (Drs. Henderson and Olson). Dr. Garlock is in private practice. 
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SYNNEMATIN B 


A patient with a severe systemic infection 
was freated unsuccessfully with penicillin, 
chloramphenicol, and a third unidentified 
antibiotic. Salmonella typhi was cultured from 
blood and feces and was found sensitive to 
synnematin B. The condition of the patient 
had become very critical when therapy with 
synnematin B was begun, and it continued to. 
be critical during the first 48 hours. There- 
after, improvement was rapid. Eleven days 
after discharge the patient was readmitted 
with typhoid peritonitis ascribed to rupture 
of an infected ovarian cyst. From this setback 
the patient recovered without any antibiotic 
treatment, and subsequent tests indicate that 
she is not a carrier. Her son and father-in- 
law also had mild forms of typhoid; they 
recovered on treatment with chlorampheni- 
col. 


spots on the abdomen, otitis media with hearing loss on the 
right side, acute bronchitis, and abdominal distention with 
tenderness which was interpreted as indicating impending 
perforation of the intestine. On March 12, the blood analysis 
was reported as follows: hemoglobin level 12.8 Gm.%, 
4,010,000 red blood cells per cubic millimeter, and 4,100 
white blood cells per cubic millimeter (42% segmented 
neutrophils, 23% nonsegmented neutrophils, and 35% lym- 
phocytes ). Urinalysis on March 12 revealed a specific gravity 
of 1.005, 3+ albuminuria, and 4-10 white blood cells and 
3-6 red blood cells per high-power field. In view of these 
physical and laboratory findings, the diagnosis of typhoid was 
confirmed. 

The cultures of S. typhi isolated from the blood and stool 
on March 11 were sensitive to less than 1 unit per milliliter 
of synnematin B. Chloramphenicol therapy was stopped after 
the morning dose on March 13. Therapy with synnematin B 
was started at 7:30 p. m. of that day with a dosage schedule 
of 80,000 units per kilogram of body weight per day in 
divided doses, intramuscularly, every four hours. In addition 
to synnematin B, this patient received supportive care and 
aspirin for temperature control. No other antimicrobial sub- 
stances were used after synnematin B therapy was started. 

During the first 48 hours of synnematin B therapy, the 
patient continued to be in a very critical condition. Rectal 
bleeding continued for about 24 hours but was not observed 
again after the first full 24-hour period of this therapy. After 
48 hours of synnematin B therapy there was a dramatic 
change in the patient’s condition. On the morning of March 
16, she felt considerably improved and evidenced interest in 
food for the first time since being admitted to the hospital. 
The hearing loss on the right side disappeared, as did her 
cough. She was well oriented as to time and place. From this 
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course was not without incident. 

On the second day of therapy, the patient developed a 
transitory gallop type of cardiac rhythm, followed by auricu- 
lar fibrillation which was accompanied by an apical systolic 
cardiac murmur. In view of the tachycardia which was also 
present, it was felt that a complication was imminent. The 
abdomen was tender but not distended, and intestinal sounds 
were present. Perforation did not occur. The incident passed 
and the cardiac arrhythmia did not recur. 

After the patient received 10 grains (0.65 Gm.) of aspirin 
when her temperature was 104.8 F (40.4 C) at 12:30 p. m. 
on March 14, the temperature fell progressively and by 7:30 
p. m, a temperature of 95.4 F (35.2 C) was recorded. Sub- 
sequently, the dose of aspirin was limited to 5 grains (0.32 
Gm.). (Osler and McRae ? have cautioned against too vigor- 
ous use of antipyretics in typhoid.) Fever persisted throughout 
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point on, she continued to make steady improvement with no 
indication of relapse being observed. However, her clinical 
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The abdomen was closed with drainage, and the patient 
made an uneventful recovery. She was discharged from the 
hospital on April 24, 1956. 

As required by the Michigan Regulations for the Control 
of Communicable Diseases,* follow-up studies were done for 
three months by the attending physician (F. C. G.) and the 
Eaton County (Michigan) Health Department with exam- 
inations of stool specimens for S. typhi. In addition, follow-up 
examinations were given for a period of one year with 
monthly examinations of stool specimens and for another 
year with examination of occasional stool specimens. The last 
positive isolation of S. typhi from the intestinal tract of this 
patient was on April 6, 1956. It is therefore assumed that 
she is not a carrier of S. typhi. 

While this patient was in the hospital with typhoid, her 
12-year-old son also was hospitalized and subsequently 
shown to have a mild case of typhoid. He was placed on 
chloramphenicol therapy and made an uneventful recovery, 
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the course of therapy, resolving gradually by lysis; this situa- 
tion has also been observed by Benavides and associates.' 
The drug therapy was stopped on March 31. The patient’s 
condition continued to improve, and she was discharged from 
the hospital on April 6, 1956. 

On April 17, 1956, she was readmitted to the hospital be- 
cause of abdominal pain and distention. Laparotomy re- 
vealed a ruptured ovarian cyst, subsiding inflammation of 
the appendix, and peritonitis. A pure culture of S. typhi was 
isolated from the peritoneal contents. No evidence of per- 
foration of the intestines was observed. This incident pre- 
sented several unusual aspects, which will be discussed in a 
separate report.® 

Because the findings at operation did not reveal intestinal 
perforation and there was nothing to suggest a relapse, it was 
decided not to give a second course of synnematin B therapy. 


Graphic summary of case of typhoid treated with synnematin B. 


being discharged on March 24, 1956. He was also given 
follow-up examinations, and stool specimens were examined 
by the Eaton County Health Department. S. typhi was iso- 
lated from his specimens on April 30 and May 26, 1956. All 
stool specimens submitted since May 26, 1956, have been 
negative. According to the definitions set forth in the regu- 
lations, this boy would be classified as a convalescent typhoid 
carrier. 

The father-in-law of the patient was in close contact with 
her during the early phase of her illness. He developed a 
mild case of typhoid, but he refused hospitalization and was 
treated at home with chloramphenicol. Stool specimens sub- 
mitted by him on March 28 and 29 and on April 5, 1956, 
were positive for S. typhi. All subsequent specimens have 
been negative. This man would also be classified as a con- 
valescent typhoid carrier. The husband of the patient did 
not develop any evidence of infection with S. typhi. 
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Comment 


The response of a patient with typhoid to treat- 
ment can be judged from several points of view, 
including the well-being of the patient, clearance 
of S. typhi from the blood stream and intestinal 
tract, response of the fever, presence or absence of 
complications, duration of illness, presence or ab- 
sence of toxicity, development of the carrier state, 
and death rate. Several of these points are appli- 
cable to the judgment of effectiveness of synnema- 
tin B in the treatment of the case of typhoid pre- 
sented in this report. 

As reported by Benavides and associates,’ a 
definite improvement was noted in the general well- 
being of the patient after the first 48 hours of 
synnematin B therapy. At this point in the course 
of the disease, there was a renewed interest in food 
and increase in appetite, a decrease in toxic mani- 
festation, and an improvement in mental alertness 
which also characterized this case. At the time 
synnematin B therapy was instituted, chloram- 
phenicol had been used for four days and there 
was imminent danger of intestinal perforation. 
Smadel and co-workers ° have emphasized the fact 
that serious complications, such as intestinal hem- 
orrhage and perforation, may be expected to occur 
in patients treated with chloramphenicol, since the 
stage is generally set for such developments before 
therapy is instituted and time is usually required for 
the healing of the typhoidal lesion of the intestine. 
However, rectal bleeding stopped after our patient 
received synnematin B therapy for 24 hours and 
was not observed again. Inflammation of the ears 
and respiratory system, as represented by otitis 
media anu bronchitis, resolved promptly without 
the development of mastoiditis or pneumonia. 
S. typhi was cleared from the blood within 24 hours 
after starting synnematin B therapy. 

The typhoid organism was not cleared from the 
stool until 25 days after treatment with synnematin 
B was started. S. typhi was isolated from the stool 
specimen collected six days after antibiotic therapy 
was concluded. However, the organism was not 
isolated from the stool of this patient on any subse- 
quent occasion. In other words, the carrier state 
did not develop in this patient. This result may be 
constrasted with that of the son, who was treated 
with chloramphenicol and continued to excrete 
S. typhi for at least two months after treatment. 
The fact that infants and children treated adequate- 
ly with synnematin B do not develop into chronic 
carriers was reported in the series treated by 
Benavides and associates.’ This report may be con- 
trasted with the recent publication of O’Connor,° 
who stated that 1% of patients treated with chlo- 
ramphenicol became carriers, as contrasted with 2% 
of the control group who received nonspecific 
therapy. This difference in carrier rate among the 
treated and control groups was not considered to be 
statistically significant. 
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It is well known that the carrier state develops 
most commonly in adults and that chronic carriers 
of S. typhi are more common among adult females 
than among adult males or children. Evidence 
summarizing the use of synnematin B in infants 
and children and in the one adult reported here 
indicates that the chronic carrier state does not 
develop among adequately treated patients. How- 
ever, the influence of synnematin B on the de- 
velopment of the carrier state in adults awaits 
further evaluation. 

During the first two days of synnematin B ther- 
apy, the patient continued to be critically ill with 
a rising temperature. Previous work’ with synne- 
matin B has shown that the drug is bactericidal 
in its action. It is our belief that this bactericidal 
action, combined with the defense mechanisms of 
the host, resulted in the release of a considerable 
quantity of typhoid endotoxin into the circulation. 
This substance, known to be pyrogenic, is thought 
to be responsible for the continued fever and chills 
observed in this patient during the course of 
therapy with synnematin B. 

The possibility must also be considered that 
synnematin B is pyrogenic and that the drug was 
responsible in part for the high temperature. The 
fever curve indicates that the temperature was 
returning toward normal by lysis during the last 
seven days of therapy. Also, the injections were 
continued for 30 hours after the patient became 
afebrile. Our own studies * in human volunteers, 
patients with urinary tract infections, and animals 
have not revealed any pyrogenic tendency on the 
part of synnematin B. Therefore, we have con- 
cluded that synnematin B is not pyrogenic. No 
evidence of toxicity which could be attributed to 
synnematin B was observed in our patient. A similar 
observation was made by Benavides and assocates.' 

The isolation of S. typhi from the peritoneal 
contents at the time of the second admission raises 
the questions of perforation and relapse. There was 
no evidence to support a diagnosis of relapse. 
Therefore, the patient was not treated further with 
synnematin B. 

Since bacteriological examination of the liquid 
contents of the peritoneal cavity revealed a pure 
culture of S. typhi, in all probability it did not 
arise from a perforation of the intestines. When 
intestinal perforation does occur, the peritoneal 
contents usually yield a mixed culture, representa- 
tive of the contents of the intestines at the time of 
perforation. 

The biopsy of the cyst during laparotomy re- 
vealed the typical structure of an endometrial cyst 
of the ovary. If this cyst contained S. typhi after 
the septicemia of the acute illness, a rupture of the 
cyst would produce a pure culture typhoid peri- 
tonitis. Therefore, the most probable explanation 
would be that the S. typhi was walled off in the 
cyst during the acute phase of the disease. This 
conclusion would agree with the coincidence be- 
tween the ruptured ovarian cyst and the peritonitis 
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without perforation, as well as the pure culture of 
S. typhi reported by the bacteriologist. A more de- 
tailed discussion of this incident will be reported 
in a separate paper.” 

Summary 


A patient with acute typhoid was treated, with 
good response, with synnematin B. No perforation 
occurred, the patient rapidly regained a feeling of 
well-being, and there was no evidence of toxicity 
after the use of synnematin B. The patient devel- 
oped peritonitis associated with a ruptured endo- 
metrial cyst of the ovary early in the convalescent 
period. The carrier state did not develop, as evi- 
denced by follow-up studies extending over a 
period of two years. 

Michigan Department of Health, Division of Laboratories, 
DeWitt Road (4) (Dr. Henderson). 

J. M. Cook, M.D., director, and the staff of the Eaton 
County (Michigan) Health Department assisted in complet- 
ing surveillance during convalescent period. 
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FAVORABLE RESPONSE IN 


The community clinic approach for the rehabili- 
tation of chronic alcoholics is being used with 
increasing frequency in the United States. In line 
with this trend, Maryland has established six county 
alcoholic rehabilitation clinics through the collabo- 
ration of state and local health departments. These 
were set up as part-time evening clinics and staffed 
with personnel representing the traditional psychi- 
atric team plus a public health nurse. Treatment 
methods consisted of individual and group treat- 
ment of the alcoholic and occasionally of the 
spouse. In order to develop, extend, and improve 
the program, it was felt necessary to appraise the 
effectiveness of the services offered. A survey was 
initiated to meet this need. One of the major goals 
was the identification of some of the factors which 
contribute to a favorable outcome in the clinical 
treatment of alcoholism. In this paper only data 
relevant to these favorable factors are described. 


Chief of the Division of Mental Health, Maryland State Department 
of Health (Dr. Thomas); Assistant Professor of Psychiatry, Johns Hop- 
kins University (Dr. Gliedman); Public Health Nursing Consultant, 
Maryland State Department of Health (Miss Freund); Assistant Pro- 
fessor of Medical Psychology, Johns Hopkins University (Dr. Imber); 
and Instructor in Psychiatry, Johns Hopkins University (Mr. Stone). 
+#Dr. Gliedman died May 20, 1958. 
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THE CLINICAL TREATMENT OF 
CHRONIC ALCOHOLISM 


Robert E. Thomas, M.D., Lester H. Gliedman, M.D.,+ Julia Freund, M.A., Stanley D. Imber, Ph.D. 
and 


Anthony R. Stone, M.S.S.W., Baltimore 


The records of 57 men and 20 women 
patients in six county rehabilitation clinics 
for alcoholics were studied in order to 
identify the factors favoring recovery. Treat- 
ment. included both individual and group 
psychotherapy. Criteria of improvement in- 
cluded the amount or frequency of alcohol- 
consumption, family and social adjustment, 
occupational adjustment, and physical ap- 
pearance, and 42% of the patients improved 
on three or more of these criteria. The 
greatest improvement was found in those who 
attended the most treatment-sessions, whose 
spouses participated in the sessions, and 
whose relatives received routine social serv- 
ice contacts. The people attracted to these 
clinics were of a socially stable type in ex- 
treme contrast to the alcoholic stereotype. 
The unusually favorable results obtained 
demonstrate the importance of considering 
groups, especially the family, in future plan- 
ning for the outpatient treatment of chronic 
alcoholism. 
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A multidisciplinary research team developed 
special rating scales, information schedules, and 
interviews to evaluate the treatment results of the 
six clinics. These scales were given to the therapists 
who completed them retrospectively for each of the 


TABLE 1.—Percentage Change in Clinical Population of 
Seventy-seven Patients on Four Criteria of Improvement as 
Compared to Initial Status 
Family Occupational 
Drinking and Adjustment 


(Amount Social 
or Fre- Adjust- Em- Unem- Physical 


Rating quency) ment ployed ployed Status* 
35 
Somewhat less .............. 17 
Unchanged 26 
Somewhat more 3 
Much more ........ ‘ed 
Out of control 3 
1 40 45+ 39 
About the same ............ 42 3 45 19 
7 10 3 


* Rating based on appearance only. 

t Now employed. 
patients in treatment during the three-month sur- 
vey period. The sample of 77 patients and 12 
spouses was studied from the standpoint of selected 
personality attributes, amount and type of therapy, 
attendance at clinics, and therapeutic changes as 
measured by multiple criteria. 

These criteria included (1) drinking (amount 
and/or frequency) as compared to initial status, 
rated on a seven-point scale from “abstinent” to 
“out of control,” (2) family and social adjust- 
ment, (3) occupational adjustment (depending on 
whether or not the patient was employed at the 
start of treatment), and (4) physical status as com- 
pared to initial impression of physical condition, all 
compared to initial status and rated on a three- 
point scale from “better” to “worse.” 


Results 


A total of 77 patients was seen in the clinics, of 
whom 57 (74%) were men and 20 (26%) were 
women. The average age was 41 years. Sixty-five 
per cent of the patients were married and 70% were 
employed. Approximately one-third of the referrals 
were made through the family physician; about 
10% each were self-referred, referred from courts, 
and referred from other social agencies including 
public welfare; referrals from relatives comprised 


6.5% and from Alcoholics Anonymous, 3.9%; and | 


the remainder represented miscellaneous multiple 
sources of referral. 
Treatment included both individual and group 
psychotherapy. Duration of treatment varied from 
2 to 37 weeks, the average being 19 weeks. The 
average number of treatment sessions per patient 
was 10.3. Group patients remained in treatment for 
an average of 16.7 sessions, whereas patients in in- 
dividual treatment remained for an average of only 
6.4 sessions. Approximately two-thirds of all pa- 
tients attended treatment regularly, that is, they 
consistently kept most of their scheduled appoint- 
ments. In addition, this population was unique in 
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that in about one-half of the cases the patients’ rela- 
tives had some contact with social workers and 
public health nurses in the clinics during the course 
of the patients’ treatment. Though frequently brief, 
and not involving treatment in the traditional sense, 
these contacts were concerned with family prob- 
lems related to drinking. It is of special interest 
that 12 spouses of patients were included in a more 
formalized treatment program. 

Progress of patients in treatment in terms of the 
criteria mentioned previously is summarized in table 
1. It is of particular significance that 51% of the 
patients showed improvement in family and social 
adjustment alone. Twenty-three per cent of the 
patients were reported by their therapists to have 
improved on all four of the criteria employed; 19% 
improved on three of the four criteria; 12% on two 
criteria; 15% on one criterion; and 32% showed no 
improvement on any of the four criteria. The fact 
that 42% of the patients improved on three or more 
of the criteria is indicative of the substantial thera- 
peutic progress of the patient population. 

Table 2 shows the relationship between improve- 
ment on one or more criteria and the amount of 
treatment. The population was divided into those 
patients who had eight or more therapy sessions 
and those who had less than eight. Of the patients 
who had eight or more sessions 80% improved on 
two or more of the four criteria. In contrast to this 
group, only 26% of those with less than eight 
sessions of treatment showed improvement on two 
or more criteria. The significance of the relation- 
ship between length of treatment and improvement 
on the multiple criteria is highlighted by the fact 
that 53% of the patients with less than eight treat- 
ment sessions did not show improvement on a 
single criterion. 

It is recognized that the improvement noted 
above may be only of a temporary nature, and a 
follow-up study would be necessary to ascertain 
the permanence of these positive changes. Never- 
theless, the findines of this cross-sectional study 
seem to warrant the conclusion that a favorable 
response to treatment was demonstrated. 


TaBLe 2.—Relationship Between Amount of Treatmen 
and Improvement Criteria® 


Patients 
om 
0-7 8 or More 
Sessions Sessions 
Total 
Criteria Showing Improvement No. % No. % No. 
OOF Bac 25 74 7 20 32 
UO 9 26 28 37 
34 100 35 100 69 


ae Data on all four criteria available only for 69 of the 77 patients in 
survey population. Chi-square = 19.9, p<0.001,. 

As noted previously, the ratio of male to female 
patients was approximately 3:1. Even though the 
female patients attended fewer sessions than did 
the men, they showed a slightly greater trend 
toward improvement. This improvement consisted 
of positive change on more of the four criteria than 
was true for the males and included greater re- 
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duction in drinking. Fifty-nine per cent of the 
women showed improvement on three or more of 
the criteria as compared to only 37% of the men. 
Approximately twice as many men as women 
showed no improvement on even a single criterion. 
Table 3 summarizes the amount of improvement in 
relation to patient's sex and to participation or non- 
participation of patient's spouse. 

TaBLe 3.—Relationships Between Sex of Patient, and 


Participation or Nonparticipation of Spouse in 
Concurrent Therapy, and Improvement 


Treat- Drink- Percentage Showing 
Patients ment ing, Improvement on Criteriat{ 

Sessions, Mean — 
Type No. Mean No. Amount* 4 3 2 1 0 
Women ......... 20 10.3 11 2994 24 176 59 176 
57 4.6 17 21.1 96 173 36.5 
With spouses in 

treatment .... 12.3 0.7 46 27 18 
Without spouses 


in treatment .. 58 13.5 2.1 B® 
* Lower score = more positive change, e.g., 0.0 = abstinence. 

+ Because frequencies in several categories were quite low, categories 
3 and 4 and 0-2 were combined. 

t For the data comparing women and men, chi-square = 2.69, p< .20. 
For the data comparing patients with and without spouses in concur- 
rent treatment, chi-square = 5.06, p< .05. 

In half of the clinics a limited number of spouses 
was involved in active treatment in addition to that 
being given to the patients. Although complete 
data were available on only 11 of the spouses in- 
volved in treatment, this number was sufficient to 
permit a comparison of improvement on the four 
criteria between patients whose spouses were in- 
cluded in concurrent treatment and the remaining 
population. The improvement rate of patients 
whose spouses were also in therapy far exceeds 
that of the remaining population, even though the 
average number of treatment sessions for each of 
these groups was approximately the same. Of equal 
importance is the fact that patients whose spouses 
were in treatment showed greater reduction in 
amount of drinking. As can be seen in table 3, 73% 
of the patients whose spouses were in treatment 
evidenced improvement on three or more of the 
criteria in contrast to only 36% of the patients whose 
spouses were not in treatment. The higher quality 
of improvement can be seen by the fact that 46% 
of the patients with spouses in treatment showed 
improvement on all four criteria. Of those whose 
spouses were not in treatment only 19% showed im- 
provement on all four criteria. Moreover, the im- 
provement of the patients whose spouses were in 
treatment exceeded the levels achieved on these 
four criteria by the male and female patients taken 
separately. 

The importance of active concurrent treatment 
of the spouse is further demonstrated in table 4. 
Complete data were available for 13 patients whose 
spouses had routine social service contacts. These 
were compared with those patients whose families 
did not receive social service attention and whose 
spouses were not in concurrent therapy. As can be 
seen, there is a suggestion of greater reduction in 
drinking for the 13 patients cited above. Almost 
three times as many patients with social service 
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contacts showed improvement on all four criteria. 
However, when the data are analyzed as in table 3, 
no difference between these two populations is 
apparent. The effect of social service contacts on 
improvement appeared to be greater in the popula- 
tion receiving such service, but the improvement 
was less than that observed in the patients whose 
spouses had active, concurrent treatment. 


Comment 


Treatment of chronic alcoholism remains a major 
public health problem for which no reasonably ef- 
fective approach has been developed. The analysis 
of the community-sponsored alcoholic rehabilitation 
clinics in Maryland has afforded an opportunity for 
appraising one of the increasingly popular means 
of coping with this problem as a first approxima- 
tion to obtaining data for future program planning. 

The three major factors contributing to favorable 
response to clinical treatment of chronic alcoholism 
described above raise important issues relative to 
the patterning of therapy for such patients. The 
first of these pertains to the nature of the popula- 
tion attracted by community outpatient clinics. As 
has already been reported,’ these patients tend to 
be married and employed. Similarly, the population 
under study manifested more than the expected 
social stability and was in extreme contrast to the 
alcoholic stereotype. Perhaps the large proportion 
of this kind of alcoholic patient accounts for the 
substantial periods of therapy duration, regularity 
of attendance, and high rate of improvement 
achieved by patients in this study. Certainly these 
results were contrary to what was anticipated and 
compare favorably with other types of outpatient 
populations.? The “skid row” stereotype of the 
alcoholic may have so dominated our thinking that 
we have been led to underestimate the potential 
for improvement of the majority of patients who 
actually seek treatment. This highlights the need 


TABLE 4.—Attendance and Improvement of Patients With and 
Without Social Service Contacts® 


Treat- Percentage Showing 
Patients ment. Drinking, Improvement on Criteria 

eo Sessions, Mean - A 
Type No. Mean No. Amountt 4 3 2 1 0 
With social serv- 

ice contacts ... 18 17.5 1.7 38.5 154 154 30.7 
Without 

social service 

contacts ...... 45 12.2 21 13.3 22.2 88 17.6 37.8 


* Patients with spouses in concurrent treatment are excluded for this 
comparison. 

+t Lower score = more positive change, e.g., 0.0 — abstinence. 

t Because frequencies in several categories were quite low, categories 
3 and 4 and 0-2 were combined, The chi-square test is not significant. 


to change some of the older concepts pertaining to 
alcoholic patients, at least those who appear in 
clinics for help. 

Apparently something in the structure of the 
clinic attracts a certain group of alcoholic patients 
favorably disposed to treatment. Conceivably, the 
existence of these alcoholic rehabilitation clinics in 
a familiar agency, the health department, which 
already provides a broad range of preventive as 
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well as clinical services for the family, positively 
influences the use of and response to these services 
by the patients. The fact remains that such a group 
of patients possesses the potential for improvement 
and the physician must determine those factors 
relevant to successful clinical treatment. 

The second of the findings emphasizes one of the 
important factors in the recovery of these patients; 
namely, concurrent treatment of the family, in this 
case the spouse. One of us® has already pointed 
out some significant contributions of family-oriented 
treatment for chronic alcoholics. The involvement 
of the spouse has also been suggested by several 
other workers.‘ These investigations emphasize 
alcoholism as a family problem, and the implication 
is clear that recovery should be sought in the con- 
text of the family. 

In the present investigation, patients whose 
spouses were in active concurrent therapy showed 
a significantly superior improvement in both quality 
and amount of change. Whether this is due to 
factors within the patient, the spouse, or both can- 
not be stated at this time, but it does seem clear 
that excessive drinking in a family involves more 
than the drinker alone. The total picture must be 
taken into consideration within the framework of 
therapy to facilitate improvement. It is also reason- 
able to assume that such concurrent treatment will 
have beneficial effects on other members of the 
family not immediately involved in the therapy 
process. Unpublished data recently gathered by us 
indicate the presence of an alcoholic parent in at 
least 25% of a group of approximately 100 psycho- 
neurotic outpatients seeking therapy at the Henry 
Phipps Psychiatric Clinic of Johns Hopkins Hos- 
pital. Increased efforts at family treatment should 
have preventive effects on children growing up 
with parents who have drinking problems. More- 
over, the patients whose relatives received routine 
social service contacts showed more improvement 
than those who did not receive such contacts, but 
less improvement than those whose spouses were 
in concurrent therapy. This further demonstrates 
the importance of active concurrent involvement of 
the family in the patient’s recovery process. 

The last important finding is that group therapy 
was possibly more acceptable and more advan- 
tageous to these patients than individual therapy. 
Group patients remained in treatment for more than 
twice as many sessions as patients in individual 
therapy. Indirectly associated with this is the find- 
ing that, on the whole, improvement depends on 
total amount of treatment. It is our impression that 
greater exploitation of the group approach, not 
only for patients but for spouses and family as well, 
should be given consideration in future planning of 
rehabilitation programs for chronic alcoholic pa- 
tients. One of us” has pointed out some of the 
theoretical aspects of group therapy for chronic 
alcoholics which make it an advantageous form of 
treatment for this kind of population. 
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Summary and Conclusions 


Evaluation of the Maryland alcoholic rehabilita- 
tion clinics revealed that a group of patients who 
were married and employed were attracted by the 
services offered. These patients were not essentially 
different in many characteristics from other psychi- 
atric outpatients. Patients attended regularly for 
substantial periods of time and with good results, 
As a consequence of this study, it seems wise to 
investigate the factors in the community clinic ap- 
proach which facilitate the recovery of this special 
population. Involvement of the family in concur- 
rent therapy and group methods of treatment were 
related to the excellent response in terms of im- 
provement shown by these patients. From this it 
is concluded that future planning for the outpatient 
therapy of chronic alcoholic patients should move 
in the direction of greater use of techniques which 
involve the family, including the establishment of 
family-type clinics and greater use of group treat- 
ment methods not only for the patient but also for 
family members. 

2411 N. Charles St. (18) (Dr. Thomas). 
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The early recognition of any bacteremia in a 
patient with rheumatic heart disease is of utmost 
importance. A case of rheumatic heart disease 
complicated by typhoid is reported because of 
several interesting features: 1. The coexistence of 
these disorders is extremely rare.’ 2. The differen- 
tial diagnosis is more than an academic exercise, 
because it is vital to proper therapy.’ Early and 
adequate specific treatment may be rewarded by 
cure of the patient, whereas delay or improper 
treatment may result in a fatal subacute bacterial 
endocarditis due to a salmonella organism * or 
death may ensue from the ravages of typhoid itself. 


Report of a Case 


A 12-year-old boy was first seen in February, 
1950. He was known to have had heart murmurs 
since he was 4 years of age. Although there was 
no classic history of rheumatic fever, the child 
was described as having aching legs and “growing 
pains.” Of significance also in the history was the 
fact that two cousins had had rheumatic fever. 

On physical examination the pertinent abnormal 
findings were limited to the heart and consisted 
of a grade 3 harsh aortic systolic murmur with a 
thrill and a grade 2 harsh mitral systolic murmur 
transmitted to the axilla. The mitral first sound was 
accentuated, and the pulmonic second sound was 
louder than that of the aortic second sound. 

On fluoroscopy there was noted slight enlarge- 
ment of the left ventricle, but all other chambers 
appeared normal. The electrocardiogram was nor- 
mal, and findings on routine hemogram, sedimenta- 
tion rate determination, and urinalysis were like- 
wise normal. The diagnosis of rheumatic heart 
disease with aortic stenosis and mitral insufficiency 
was made. On subsequent yearly visits there was 
no change in his cardiac status. 

On Jan. 23, 1954, I was asked to see the patient 
at his home and obtained the following history. 
He had been seen by a physician one week pre- 
viously because of fever, chills, headache, nausea, 
and a nonproductive cough of two days’ duration. 
He was given penicillin both parenterally and by 
mouth. When the fever and chills persisted two 
days later, sulfonamide drugs were also prescribed. 
The mother added aspirin each time the tempera- 
ture went over 101 F (38.3 C), and she stated that 
this seemed to be the only thing that brought the 
temperature down but it became elevated again 
within a few hours. At the time of my examination 
the only subjective symptoms were anorexia and 
headache. Physical examination showed the tem- 
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Laboratory findings can provide an early 
diagnosis of coexistent rheumatic heart 
disease and typhoid. A boy 12 years of age 
was hospitalized because penicillin and 
sulfonamide compounds failed to control a 
week-long episode of fever, chills, headache, 
nausea, and nonproductive cough. He had 
had rheumatic heart disease (with aortic 
stenosis and mitral insufficiency) four years 
before the admission; at the time of admis- 
sion he had a fever and slow pulse rate. The 
cardiac state was unchanged as compared 
to previous examination. Absence of anemia 
and absence of elevated sedimentation rate 
and leukocyte count cast doubt on presence 
of either active rheumatic fover or subacute 
bacterial endocarditis. A gram-negative ba- 
cillus was found in the blood culture. The 
agglutination reaction was positive for ty- 
phoid O agglutinins. The patient was treated 
for and cured of typhoid with a total of 33.5 
Gm. of chloramphenicol over a period of 18 
days. No sequelae developed within the sub- 
sequent four years. 


perature to be 101 F, the pulse rate slow and of 
good volume, and the cardiac findings essentially 
unchanged from previous examinations; there were 
no other significant physical findings. I suggested 
that the patient be hospitalized, because it was 
impossible at that time to determine whether he 
had a recrudescence of rheumatic fever, subacute 
bacterial endocarditis, or some other febrile dis- 
ease or infection. The patient was, therefore, ad- 
mitted to the Presbyterian Hospital, Newark, N. J. 

On admission the temperature was 101.8 F 
(38.7 C), the pulse rate 90 per minute, and res- 
pirations 24 per minute. He was immediately given 
15 grains (970 mg.) of aspirin, and an order was 
left for that amount to be given every four hours. 
It is common knowledge that recurrences occur 
in 30 to 50% of patients with rheumatic fever after 
a streptococcic infection, and this may be so 
slight as to be clinically overlooked. Also, active 
rheumatic fever may rarely occur with a relative 
bradycardia.” 

On Jan. 24 the temperature at 8 a. m. was 103.8 F 
(39.9 C) in spite of the aspirin. On examination, 
there were no localizing physical signs and one 
could not help but comment on the slow pulse 
rate relative to the height of the temperature. 
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An electrocardiogram obtained that morning 
showed regular sinus rhythm with a ventricular 
rate of 88 per minute, P-R interval 0.12 seconds, 
and QRS complex 0.06 seconds. Thus, there were 
no electrocardiographic abnormalities. Meanwhile, 
blood was drawn for a hemogram, heterophil ag- 
glutination test, sedimentation rate, and agglutina- 
tion tests for typhoid, paratyphoid, Brucella, and 
Proteus OX. Blood for cultures was drawn at noon, 
4 p. m., 8 p. m., and midnight. A routine urine 
study was done, and urine for culture was taken. 

The results of urinalysis, sedimentation rate de- 
termination, and blood cell count were reported 
as follows: urine: specific gravity 1.012, 8-10 leuko- 
cytes per high-power field, and other findings 
normal; hemogram: hemoglobin level 14 Gm. per 
100 ml. (84%), red blood cell count 4,460,000 per 
cubic millimeter, and white blood cell count 6,100, 
with 31% segmented neutrophils, 4% monocytes, 
6% stab cells, 1% eosinophils, and 58% lymphocytes 
(a rare atypical lymphocyte was seen); and sedi- 
mentation rate 8 mm. per hour (Westergren). 

These findings tended to cast doubt on the diag- 
nosis of active rheumatic fever and the existence 
of subacute bacterial endocarditis because of the 
absence of anemia and the lack of elevation of 
the sedimentation rate and the leukocyte count. 
Salicylates, however, will depress the sedimenta- 
tion rate to some extent.® 

The next day, two days after his admission, the 
temperature remained elevated and the pulse rate 
slow and the patient complained of pain in the 
left elbow which was tender on movement but 
was without redness or swelling. He appeared 
lethargic, but there was otherwise no change in 
physical findings. On this day the following labora- 
tory reports were returned: heterophil agglutination 
positive in a 1:7 dilution, typhoid H agglutinin 
positive in 1:80 dilution, typhoid O agglutinin posi- 
tive in 1:320 dilution, paratyphi A negative in all 
dilutions, Brucella abortus negative, and Proteus 
OX, negative. The blood culture taken at noon 
the previous day showed no growth. The 4 p. m., 
8 p. m., and midnight specimens, however, showed 
a gram-negative bacillus. With this presumptive 
evidence of salmonella infection the patient was 
started on chloramphenicol (Chloromycetin) ther- 
apy. 

The next day, three days after admission, the 
patient was still febrile and had rose spots on the 
abdomen and lower thorax anteriorly and the tip 
of the spleen was palpable. A second hemogram 
showed about the same hemoglobin level and red 
blood cell count, but the white blood cell count 
was 4,220 per cubic millimeter. Agglutination re- 
actions at this time showed a rising titer of ty- 
phoid O agglutinins, which was now positive in a 
dilution of 1:640. Specific serum had established 
the diagnosis by a positive agglutination of the 
organism obtained on culture. 
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The next day the patient was transferred to the 
Essex County Isolation Hospital at the request of 
the board of health. Follow-up studies showed the 
titer for typhoid O agglutinin had risen to 1:800. 
Urine and stool cultures were, however, negative 
during the complete course of the disease, no 
doubt due to the specific treatment. 

There were many questions that gave food for 
thought. Had the typhoid bacillus implanted itself 
on the damaged valves? After all, bacteremia and 
susceptible valves, the two conditions necessary for 
subacute bacterial endocarditis, were present. How 
long must treatment continue, and what are the 
accepted doses of chloramphenicol in this type 
of case? 

Both answers were based on the treatment of 
typhoid itself rather than on the coexistence of 
the two diseases. In 18 days of treatment the pa- 
tient had a total dosage of 33.5 Gm. of chloram- 
phenicol. Stool cultures on three successive days 
after this treatment were negative, and the patient 
was then discharged as cured of typhoid. He has 
shown no sequelae after four years. 


Comment 


The differential diagnosis of prolonged fever in 
a patient with rheumatic heart disease includes 
not only active rheumatic fever and subacute bac- 
terial endocarditis but also unrelated infectious 
diseases, collagen vascular diseases, neoplastic dis- 
eases, especially lymphomas, blood dyscrasias, and 
drug reactions.’ This case demonstrates the need 
for a thorough diagnostic study in such patients 
before embarking on a program of prolonged 
treatment for subacute bacterial endocarditis with- 
out a positive culture. 

It is interesting to note that subacute bacterial 
endocarditis and typhoid have many nonspecific 
features in common, namely, headache, malaise, 
chills, fever, cough, sweats, a skin rash, abdominal 
pain, palpable spleen, anemia, and arthritis or arth- 
ralgias. Definitive laboratory studies provide the 
differential diagnosis. 

Summary 


In a rare case, rheumatic heart disease was pres- 
ent with typhoid. Early diagnosis of bacteremia 
in patients with chronic rheumatic valvular dis- 
ease is important. 

413 Mt. Prospect Ave. (4). 
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ARTERENOL THERAPY FOR SHOCK AFTER ACUTE 
MYOCARDIAL INFARCTION AND PULMONARY EMBOLIZATION 


Albert J. Miller, M.D. 


Edgar A. Moser, M.D., Chicago 


Arterenol (norepinephrine [Levophed]) is a nat- 
urally occurring substance which is the adrenergic 
nerve transmitter.’ Kaindl and Lindner,’ in 1950, 
and Liljedahl and Norlander,* in 1951, each re- 
ported its successful use in one patient with shock 
after myocardial infarction. Birke,* in 1952, pub- 
lished the results on three patients. In the United 
States, Miller and Baker ° and Kurland and Malach ° 
also presented their studies in 1952. These initial 
papers served to establish the relative safety of 
arterenol in the treatment of shock after myocardial 
infarction, and subsequently a number of other 
studies, some of which are summarized in table 1, 
have appeared. 

In 1953, Miller and co-workers * reported the suc- 
cessful use of artereno] in two patients in shock after 
pulmonary embolization. Subsequently a few addi- 
tional such patients were reported.” 

It is now almost uniformly agreed that the 
therapy of choice for cardiogenic shock includes 
the use of vasopressor agents. An important impetus 
to this thinking was the report on mephenteramine 
by Brofman and associates.” In our view, arterenol 
is the vasopressor of choice when dealing with such 
a grave condition as severe shock after myocardial 
infarction, but its use needs considerable further 
clinical evaluation. 

The present report summarizes a one-year experi- 
ence of consecutively treated patients with cardio- 
genic shock at the Michael Reese Hospital, Chicago. 
Also, data on 11 additional patients with shock after 
acute pulmonary embolization are presented. 


From the Cardiovascular Department, Medical Research Institute, 
and the Department of Medicine, Michael Reese Hospital. 


A study was made of the records of 55 
patients who had severe shock after my- 
ocardial infarction and who were treated 
with either arterenol or metaraminol bitar- 
trate. A distinct pressor effect was obtained 
in 42, shock was relieved in 38, and seven- 
day survival followed in 22. A similar study 
was made of 11 patients with shock after 
pulmonary embolism who received the same 
treatment. A distinct pressor effect was ob- 
tained in seven, shock was relieved in five, 
and seven-day surviva! followed in three. It 
is recommended that treatment with arterenol 
be started promptly after the recognition of 
shock in either type of patient. The simultane- 
ous use of digitalis products in patients with 
coexistent congestive heart failure was not 
found harmful. To prevent local tissue injury, 
which caused sloughing in three cases, the 
bottle containing arterenol should be at- 
tached to the venoclysis apparatus only after 
a free flow has been established with a 5% 
solution of dextrose in water. 


Methods and Criteria 


The case histories of patients treated for shock 
with vasopressor drugs during a one-year period 
(August, 1956, to August, 1957) were collected. 
The records ef the hospital pharmacy were used, 
and every patient who received arterenol or 
metaraminol bitartrate was noted. The hospital 
record was then reviewed and the data summarized. 
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In this period, a total of 123 patients were treated 
for shock with arterenol, metaraminol, or both. 
Fifty-five of them fulfilled our criteria for having 
severe shock after myocardial infarction; 11 patients 
fulfilled similar criteria for shock after pulmonary 
embolization. The results in these two groups of 
patients form the basis of this report. 

Our criteria to define severe shock are similar to 
those recommended by Binder and associates *°: 
(1) systolic blood pressure 80 mm. Hg or less, (2) 
the presence of clinical signs of peripheral circula- 
tory collapse, and (3) failure to respond to therapy 
which effectively relieved pain. However, in those 
patients known to have had hypertension previously, 
a systolic blood pressure of 90 mm. Hg or less was 
used instead. The pulse rate was not used in de- 
fining severe shock. We included patients with 
heart failure and arrhythmias and did not exclude 
those patients who died within one hour after 
therapy was started; the latter were analyzed 
separately. 

In all instances, the diagnosis of acute myocardial 
infarction was confirmed by electrocardiogram or 
autopsy. The diagnosis of acute pulmonary embolus 
was made on clinical grounds, with electrocardio- 
graphic support and, in some instances, confirma- 
tion by autopsy. 

A satisfactory pressor response was defined as a 
rise to a systolic blood pressure of 100 mm. Hg or 
higher. The shock was considered relieved if, after 
a satisfactory pressor response, the clinical signs of 
peripheral circulatory failure disappeared whether 


TABLE 1.—Reports of Arterenol Therapy for Shock 
After Myocardial Infarction 
Total Relief 


No. of Pressor of Sur- 
Pa- Effect, Shock, vived, Died, 


Year Author tients No. No. No. No. 
1950 Kaindl and Lindner? ........ 1 1 1 1 0 
1951 Liljedahl and Norlander® ... 1 1 1 1 0 
© 3 3 3 2 1 
1952 Miller and Baker ............ 7 4 1 1 6 
1952 Kurland and Malach® ....... “4 10 9 4 10 
19538 Livesay and Chapman, cited 

by Binder and others *® ... 6 5 1 1 5 
1953 Miller and others? .......... 9 8 5 > 4 
19538 Gazes and others, cited 

by Binder and others '° .... 7 7 7 6 1 
1953 Smith and Guz, cited 

by Binder and others *° .... 6 6 4 4 2 
1953 Calenda and others, cited 

by Binder and others ?® .... 13 9 4 2 ll 
1953 Moyer and others, cited 

by Binder and others ?° .... 4 12 6 6 8 
1954 Sampson and Zipser™ ....... 30 27 20 16 4 
194 Binder and others *® ......... % 23 12 x 17 
1957 Littler, T. R., and MeKendrick, 

C. 8.: Lancet 2:825, 1957 .... 22 10 0 22 


126 74 
(80%) (46%) (36%) (64%) 


or not arterenol was still being administered. “Sur- 
vival” was considered to have occurred when the 
patient lived for one week after arterenol therapy 
was discontinued. Note was made of patients who 
lived for 24 hours after therapy was instituted, 
whether or not arterenol was still being used. 
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Results 


Shock After Myocardial Infarction.—The over-all 
mortality in the cases collected from the litera- 
ture (table 1) was 64%. The over-all mortality in 
our present series was 60% (table 2). When the 
patients who received arterenol therapy for less 
than one hour before death are omitted, the mor- 


TaBLe 2.—Results of Arterenol Therapy in Fifty-five Patients 
with Shock After Acute Myocardial Infarction 


No % 
Survived 
Died 
1 hr. 12" » 
Total 33 60 
Frank congestive heart failure 13 ps 
Hypertension prior to shock ................ ba 22 
Atrioventricular dissociation 7 


*Eleven were designated as “preterminal” on hospital chart and died 
within one-half hour after arterenol therapy was started. 


tality becomes 49%. This is close to that obtained by 
Sampson and Zipser '’ aad represents a marked im- 
provement ove: the known grave prognosis of car- 
diogenic shock not treated with vasopressor drugs.'* 

The patients ranged in age from 44 to 91 years. 
Sixteen patients had a history of one previous myo- 
cardial infarction and two others of two such epi- 
sodes. There was no significant difference in the 
results of treatment between those patients with 
and without a history of previous myocardial in- 
farction. However, congestive heart failure signifi- 
cantly worsens the prognosis, as has been observed 
by others.’® Thirteen patients had congestive heart 
failure; two of them survived. 

The duration of shock, as expected, does influence 
treatment results. Three of 10 patients, in whom the 
shock was known to have been present for four 
hours or longer when treatment was started, sur- 
vived. Ten of 17 patients treated when the shock 
was present for less than one hour survived. A 
history of previous hypertension did not significant- 
ly alter the results in our series. 

All patients in frank congestive heart failure re- 
ceived one or another digitelis product. The results 
do not show any particular trend. In a number of 
instances the patients were not fully digitalized. In 
no case did the combination of digitalization and 
arterenol therapy appear harmful, an observation in 
keeping with our previous experience.’ 

Hydrocortisone was used in only four patients, 
with no demonstrable effect on the shock. Three of 
the 55 patients received metaraminol. No discern- 
ible effect was present in two patients; in the other, 
the blood pressure was adequately maintained 
subsequent to the relief of shock with arterenol. 

In general, our experience in this series confirms 
previous observations *° that the amount of artere- 
nol administered per unit of time is of prognostic 
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significance. However, two patients with satisfac- 
tory pressor responses to a modest dosage of 
arterenol subsequently were found to have massive 
myocardial infarction at autopsy. 

Three of four patients with advanced atrioventric- 
ular block died. Five of the seven patients with 
auricular fibrillation died. All of the patients with 
auricular fibrillation received a digitalis product. 

Shock After Acute Pulmonary Embolization.— 
The results of arterenol therapy for shock after 
acute pulmonary embolization are given in table 3. 
Five of the 1] patients were treated postoperatively. 
Five patients died less than one hour after the 
institution of arterenol treatment. 

Complications.—Three of the 66 patients treated 
had superficial skin sloughs after infiltration by the 
arterenol solution. No skin grafting was necessary. 


Comment 


This retrospective study confirms the general 
opinion previously expressed in the literature, 
namely, that vasopressor therapy significantly im- 
proves the prognosis when shock complicates acute 


Tasie 3.—Results of Arterenol Therapy for Shock 
After Acute Pulmonary Embolization 


Total Pressor Relief of 
No.of  Effeet, Shock, Survived, 
No. 


Year Author Patients No. No. 

19538 Miller and others* ..... 2 2 2 2 

1955 Sibthorpe ............ 1 1 1 1 

1955 De Swiet ®« .............. 1 1 1 1 


* Five who died were treated less than one hour before death. 


myocardial infarction. Manifest congestive heart 
failure plus shock remains a grave prognostic com- 
bination, and, when present, the results with artere- 
nol are poor. A number of patients in our series 
were inadequately digitalized. Inasmuch as there 
appears to be no problem in using arterenol and 
digitalis products simultaneously, we strongly urge 
that digitalization should be adequate whenever 
congestive heart failure, even when slight in degree, 
is manifest. Indeed, the prognosis is in such cases so 
poor that rapid intravenous digitalization is prob- 
ably advisable. Griffith and co-workers '** were 
unable to demonstrate a potentiating effect of hy- 
drocortisone on the vasopressor action of arterenol 
when treating shock. Though we have noted no re- 
sponse in four patients, further investigation is 
necessary. 

Shock after myocardial infarction should be 
treated as early as possible. Procrastination in in- 
stituting vasopressor therapy significantly decreases 
the survival rate. Indeed, serious consideration 
must be given to the use of vasopressors when 
hypotension persists after pain has been relieved. 
In such circumstances, the use of phenylephrine, 
mephentermine or metaraminol is satisfactory. 
When severe shock is present, the use of arterenol is 
preferred, since this drug's high potency is not 
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matched by any other pressor agent. A substantial 

body of data indicates its high degree of safety. 
However, all potent vasopressor drugs should be 
used with caution in patients receiving vagal block- 
ing drugs, since previous work from this depart- 
ment ‘* has shown that arterenol administered under 
these circumstances may lead to supraventricular 
arrhythmias. 

The use of arterenol has been criticized because 
it requires administration under constant medical 
supervision. However, patients in severe shock must 
be under constant medical surveillance irrespective 
of the therapy being used. In the presence of severe 
shock, intravenous therapy, insuring the immediate 
delivery of the drug, is obviously desirable. 

Arterenol may cause local tissue injury, this being 
a reflection of its extreme potency as a vasocon- 
strictor agent. It is our impression that local tissue 
sloughs sometimes result from infiltration when the 
intravenous drip is being started. Accordingly, the 
bottle containing arterenol should be attached only 
after a free flow has first been established with a 
5% solution of dextrose in water. Phentolamine 
(Regitine ) hydrochloride should be injected locally 
whenever arterenol solutions infiltrate subcutane- 
ously."* 

No clear conclusions can be reached from the 
relatively few treated patients with shock after 
acute pulmonary embolization reported to date. 
Much further experience is needed in the use of 
vasopressor therapy. Certainly vasopressors merit 
consideration in this grave clinical condition. 


Summary 


A retrospective evaluation of arterenol (norepine- 
phrine [Levophed]) therapy for shock after acute 
myocardial infarction and acute pulmonary emboli- 
zation was based on a one-year experience at the 
Michael Reese Hospital, Chicago. Fifty-five patients 
with shock after myocardial infarction and 11 with 
shock after pulmonary embolization were studied. 
Arterenol was seen to be the therapy of choice in 
severe cardiogenic shock, and it significantly im- 
proves the prognosis. Manifest congestive heart 
failure along with shock after myocardial infarction 
remains a grave combination. Full digitalization, 
preferably by the intravenous route, should ac- 
company arterenol treatment under these circum- 
stances. 

As with other forms of shock, the earlier treat- 
ment is begun the more effective it becomes. 
Hypotension persisting after the pain of acute myo- 
cardial infarction has been relieved may require 
treatment. Vasopressor drugs which can be admin- 
istered subcutaneously or intramuscularly should 
be effective in most such instances. More data are 
needed on shock complicating pulmonary emboliza- 
tion before definite conclusions on the effectiveness 
of vasopressor therapy in this condition can be 
drawn. 


Michael Reese Hospital, 29th Street and Ellis Avenue (16) 
(Dr. Miller). 
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BENIGN NEOPLASMS 


Although benign tumors of the intestine are ad- 
mittedly uncommon, they can no longer be con- 
sidered rare.’ They are being reported with increas- 
ing frequency due to newer x-ray techniques, as 
well as to a greater awareness of their presence. 
The total number of documented cases exceeds 
1,400. This does not include ectopic inclusions in 
Meckel’s diverticula, aberrant tissues such as in the 
pancreas and gastic mucosa, hematomas, plasma 
cell myelomas, endometrial carcinomas, granulo- 
mas, inflammatory polyps, or carcinoids. With the 
exception of carcinoids, these are not true tumors, 
and the latter are of very questionable benignancy. 

In most series, benign tumors of the small intes- 
tine are found to be less frequent than malignant 
ones, averaging 30 to 45% of the total.? In the 
younger age groups, however, the benign tumors 
apparently outnumber the malignant ones.’ The 
malignant tumors occur in a somewhat older age 
group, the patients averaging 47% years, as com- 
pared with 38 years for those with benign tumors. 


OF THE 
WITH A REPORT OF THREE BLEEDING BENIGN TUMORS OF THE JEJUNUM 


George W. Lechner, M.D. 


Paul J. Connolly, M.D., Detroit 


SMALL INTESTINE 


Three cases are described in which 
patients were hospitalized for massive in- 
testinal bleeding. In each case the results of 
roentgenography were either negative or 
misleading, and the preoperative diagnosis 
was a probable bleeding duodenal ulcer, 
although the presence of tumor was con- 
sidered. One patiert also showed signs of 
intussusception. At laparotomy in each case 
the lesion proved to be a benign tumor, and 
excellent results followed resection. These 
observations are in accord with existing 
records of more than 1,400 cases of benign 
tumors in the small intestine. Many are 
asymptomatic, and less than 8% of all 
patients in whom such lesions were found by 
the surgeon had been given diagnoses be- 
fore operation. 
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Since the symptomatology of the benign lesions 
is frequently mild and nonspecific, the diagnosis 
difficult to establish. Even when laparotomy is con- 
sidered necessary, the preoperative diagnosis is sel- 
dom more than suspected. In symptomatic lesions, 
repeated laparotomies have, on occasion, been nec- 
essary before the lesion was discovered. Many 
tumors are found incidentally at surgery or at 
autopsy. 

Many of the reports on smaller series state that 
the majority of benign tumors are found on post- 
mortem examination.‘ However, the most authori- 
tative review of the subject, by River, Silverstein, 
and Tope,” reveals that in 72% of the 1,399 cases 
collected from the world literature through 1954 
the tumors were removed at the time of surgery. 


Etiology 


The ultimate cause of most neoplasms is un- 
known, but the etiology of those in the small in- 
testine is perhaps’ open to more speculation than 
elsewhere. Morison® commented in 1941 on the 
“remarkable immunity” of this region to neoplasms. 
This is despite the fact that the small intestine 
makes up 75% of the alimentary tract; it is more 
remarkable because the small intestine is preceded 
and followed by the stomach and colon, respec- 
tively, wherein 40% of all malignant growths origi- 
nate. Less than 0.5% of all gastrointestinal carci- 
nomas occur in the small intestine. Benign growths, 
however, are relatively more common; about 25% 
of the total benign gastrointestinal tumors occur in 
the smal] intestine.® 

Numerous reasons for the low incidence of new 
growth in this region have been postulated. The 
most widely accepted of these hypotheses are 
(1) the alkalinity of the intestinal contents, (2) the 
minimum of stasis and kinking in this region, and 
(3) the diminished trauma due to the liquid nature 
of the fecal stream.’ The etiological factor in cer- 
tain cases apparently is hereditary, as evidenced by 
anobuccal melanosis (Peutz-Jeghers), neurofibroma- 
tosis (Recklinghausen’s disease) involving the in- 
testine, and certain cases of intestinal telangiectasia 
due to hemangiomatosis (Rendu-Osler-Weber) syn- 
drome. In addition, certain other cases suggest a 
familial tendency. In some patients requiring mul- 
tiple operations, the tumors are of different types, 
suggesting a low resistance to neoplasms. 

According to River and co-workers,” the sex 
incidence of these tumors is approximately equal, 
and the majority (60%) occur in persons between 
the ages of 30 and 60. However, almost 15% were 
in patients under 20, and about 0.1% of the total 
occurred in patients below one year of age. 

Sarcoma is relatively more common than car- 
cinoma. In fact, the majority of gastrointestinal 
sarcomas actually occur in the small intestine.* 
This suggests, perhaps, that sarcoma occurs some- 
what as a happenstance, related more to the total 
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length of the intestine exposed than to any specific 
etiological factor. This may also be true, to a lesser 
extent, of the benign tumors. 


Pathology 


Seventy-five per cent of the benign tumors of the 
small intestine, in their relative order of frequency, 
are adenomas, lipomas, myomas, polyps, fibromas, 
angiomas, or hemangiomas. It is noted that about 
two-thirds of the total originate from connective 
tissue.” 

The relative percentages of malignancy, as well 
as the incidence of all tumors, increase from the 
duodenum and jejunum to the ileum, being about 
18, 25, and 57% respectively.** These percentages 
are proportional to the lengths of the individual 
segments, although the jejunum may have some- 
what less than its share. 

The majority of benign tumors tend to be intra- 
luminal, although they may be intramural or sub- 
serosal, depending on the site of origin.* As growth 
occurs in the intramural variety, they usually pre- 
sent as subserosal or intraluminal tumors. The ma- 
jority of benign tumors are polypoid, although they 
may partially or completely encircle the intestine 
on occasion, as the malignant growths frequently 
do. Their polypoid nature accounts in part for the 
high incidence of intussusception with benign 
tumors, although this finding is uncommon with 
malignancy. The infrequency of intussusception 
with malignancy is also due to the greater indura- 
tion and infiltration locally, preventing the intus- 
susception from forming. The microscopic picture 
is frequently mixed in the case of connective-tissue 
tumors, particularly fibromas, although the epithe- 
lial lesions are usually more typical.‘ 

Clinical Findings 

As has been mentioned, many of the lesions never 
cause symptoms during life, or else the symptoms 
are so vague that the diagnosis is never established. 
The symptoms of duodenal and upper jejunal 
tumors frequently simulate disease of the stomach, 
duodenum, or pancreaticobiliary tract. Lesions of 
the ileum may suggest disease of the colon.° 

The most common single condition leading to the 
diagnosis of benign tumors is intestinal obstruction. 
This is the presenting symptom in two-thirds of 
all cases, three-fourths of these being due to in- 
tussusception.’® It is manifested by the usual 
symptomatology, with colicky pain, distention, con- 
stipation, and vomiting; if the obstruction is due 
to intussusception, there is frequently a palpable 
sausage-shaped mass and perhaps bloody mucus 
per rectum. This latter finding accounts for the fact 

that many of the cases were overlooked in earlier 
reviews, being lost in the voluminous literature on 
intussusception. In adults, the majority of all cases 
of intussusception are due to benign tumors of the 
small intestine, and such tumors should be inten- 
sively searched for whenever this type of obstruc- 
tion is found at operation.” 


= 
is 
id 
‘ 
~ 
bet 
3 
* 
8 per 
4 
4 


Vol. 169, No. 17 


Frequently the tumor is not obvious at the time 

of operation, and often the intussusception has 
spontaneously reduced, leaving only a little dilated 
and edematous intestine to suggest the need for 
closer examination. These circumstances account 
for the frequent history of prior attacks, each typi- 
cal of temporary mild obstruction. Numerous cases 
have been reported in which several explorations 
were required before the neoplasm was finally 
discovered. 

Tumors of the ileum are more likely to cause 
intussusception than those of the duodenum, where 
intussusception rarely occurs. This is probably due 
to the semifixed nature of the duodenum and to the 
more solid consistency of the lower intestinal con- 
tents.”° 

The next most common symptom is intestinal 
bleeding, usually manifested by anemia and/or 
melena. About one-third of the reported cases have 
presented in this way, with massive bleeding oc- 
curring in about 11%, Intussusception was a con- 
comitant finding in half of the bleeding patients. 
Almost all of these patients had had numerous 
hospital admissions and diagnostic studies, without 
proper diagnosis. Massive bleeding carried with it 
an average mortality of 14%; °° patients at times 
underwent several operations before removal of 
the lesion. Each of the patients here reported 
presented with moderate to severe upper intestinal 
hemorrhage; all had a history of prior episodes. 
One, in addition, had associated intussusception. 
Numerous other symptoms may occur on occasion. 

‘such as postprandial fulness, persistent or periodic 
epigastric pain, anorexia, and weight loss. None of 
these, however, is sufficiently specific to give much 
help in diagnosis. 

Definitive diagnosis is difficult and, except in 
one or two series, has seldom been made preoper- 
atively. In the most authoritative report, covering 
almost all the reported cases, the correct preoper- 
ative diagnosis was made in only 79 (7.8%) of the 
1,014 instances in which a tumor was found at 
operation.”” The diagnosis was only suspected in 
the three cases reported below. 

An increase in correct preoperative diagnosis has 
parelleled the improvement in roentgenologic tech- 
niques, and x-ray remains almost the only helpful 
aid in the diagnosis of benign tumors. The usual 
upper and lower gastrointestinal studies are rarely 
of much help except in excluding other diagnoses, 
although they may aid in revealing duodenal le- 

sions. A negative gastrointestinal series should sug- 
gest the diagnosis in the presence of melena espe- 

cially when it is massive and without hematemesis. 

Such a situation was present in two of our cases. 

In the other there was some dilation of the duo- 

denum above an obstruction that was found later 
to be due to intussusception. 

Detail films of the small intestine, when properly 

done, may be of considerable value in diagnosis ** 

(although in our cases they were not), particularly 
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when made with the aid of an inlying Miller- 
Abbott tube. Thin barium may be injected through 
the tube when the balloon is stopped by the lesion. 
Despite the time and effort required, these special 
studies should be utilized in properly selected 
cases. If this were done, up to 50% of these cases 
could be diagnosed preoperatively.'* 


Treatment 


The treatment of benign tumors of the small in- 
testine is essentially surgical and is directed at total 
removal by the simplest method. There should be 


‘intensive preoperative treatment of the associated 


anemia, electrolyte disturbances, and dehydration. 

If small, tumors frequently may be removed by 
enterotomy and either ligation at the base of the 
pedicle, when feasible, or diamond-shaped sub- 
mucosal excision. If the tumor is larger, a limited 
resection with end-to-end anastomosis is usually 


Fig. 1.—Dilated stomach and duodenum with little bari- 
um in fourth part of duodenum and none beyond duodenum. 


carried out. Rarely are benign tumors of such size 
or location as to require more complicated treat- 
ment, 

Despite the desirability of preoperative antibiotic 
preparation of the intestines, most excisions have 
been carried out without this, with relatively good 
results. Tabulated results in 960 cases in one series, 
where statistics were available, gave an over-all 
operative and postoperative mortality of 20.6%. 
There has been a steady decline in mortality over 
the past 20 years.” 

Presented below are reports on three benign 
jejunal tumors encountered in the practice of one 
of us (P. J. C.), two of them within the past year. 


Report of Cases 


Case 1.—A 57-year-old man was admitted on Jan. 13, 
1953, with the chief complaints of epigastric pain and tarry 
stools, both present for about three weeks. The pain in the 
epigastrium was described as gnawing in nature, occurring 
usually when the patient was hungry and at times noctur- 
nally. It radiated around both costal margins to the back. It 
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was relieved by food and milk of magnesia. Simultaneously 
he had developed melena, which persisted in all stools. Four 
days prior to admission he was seen in the hospital emergency 
room and given medication because the pain had kept him 
awake. He complained of weakness during the previous week 
but denied syncope. There was no known weight loss, no 
hematemesis or other vomiting, and no diarrhea or hemato- 


L 


Fig. 2.—Almost complete obstruction at duodenal-jejunal 
junction with only trickle of barium in upper jejunum. 


chezia. He denied pyrosis and meteorism, and the gastro- 
enterological inventory was otherwise negative, as was the 
remainder of the history. 

Three to four years earlier he had had similar pains asso- 
ciated with melena and was seen in another hospital, where 
a gastrointestinal series was reported negative. He was given 
a transfusion and placed on a diet for ulcers, but he discon- 
tinued this when the symptoms abated. 

The patient was well developed and well nourished. He 
had a blood pressure of 140/80 mm. Hg, a pulse rate of 92 
per minute, full and regular, and a respiratory rate of 20 per 
minute. The skin showed marked pallor but was dry and 
warm. Examination was otherwise entirely negative. The 
diagnosis on admission was bleeding duodenal ulcer. 

Laboratory studies disclosed a hemoglobin level of 6.6 Gm. 
per 100 cc., a red blood cell count of 2,810,000 per cubic 
millimeter, and a color index of 0.77. There was marked 
anisocytosis and moderate hypochromia. The white blood cell 
count was 8,300 per cubic millimeter, with a normal differen- 
tial; urinalysis was negative. Blood chemistry studies gave 
essentially normal results. Two days later the hemoglobin 
level had risen to 10.2 Gm. per 100 cc. after transfusions. 
There were 6.8% reticulocytes, and the platelet count was 
725,000 per cubic millimeter. X-rays taken on this day re- 
vealed a complete obstruction of the third and fourth por- 
tions of the duodenum, with 100% gastric and duodenal 
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retention at three hours (fig. 1 and 2). Studies with the 
barium enema gave negative results. After the upper gastro- 
intestinal series had been completed, complete obstruction 
occurred. Levin tube suction was begun, and he was given 
fluids and blood, receiving a total of six units preoperatively, 
which maintained the hemoglobin level slightly below normal. 
The patient was operated on eight days after admission, 
with the preoperative diagnosis of probable malignant duo- 
denal tumor. Surgery revealed an intussusception about 14 
in. in length, extending up to the ligament of Treitz. This 
was reduced by traction and pulsion. A dimpling of the wall 
of the jejunum was noted about 12 in. distal to the ligament, 
and a polyp was palpable, with a large lymph node nearby. 
Results of frozen section of the node were not satisfactory, 
so a wedge resection, including the mesenteric nodes, was 
done, followed by open end-to-end anastomosis. The poly- 
poid tumor (fig. 3) proved to be a lipoma, with mucosal 
ulceration over the tumor. The postoperative course was un- 
eventful, and the patient was discharged after eight days. 


Case 2.—A 42-year-old woman was admitted to the hos- 
pital on Jan. 6, 1957, with the chief complaint of anemia. 
She had been well until one year pior to admission, when 
she had had a series of tarry stools without abdominal pain, 
hematemesis, or other gastrointestinal symptoms. She was 
admitted to a hospital in another city, where x-rays and 
sigmoidoscopic examination were reported negative. She re- 
ceived three units of blood and was placed on a diet for 
ulcers, plus iron medicaments, and was discharged. 

Six months prior to the present admission she had again 
had a series of tarry stools associated with weakness and 
easy fatigability. This lasted three weeks and was associated 
with occasional vague abdominal discomfort unrelated to 
food. She was very pale on admission and her hemoglobin 


Fig. 3.—Polypoid lipoma of jejunum which caused intus- 
susception. White material in back of stalk of tumor is cotton 
for photographic contrast. 


level was 3.2 Gm. per 100 cc., with a red blood cell count of 
1,700,000 per cubic millimeter. She had 4+- occult blood in 
the stool, and the other laboratory studies showed normal 
results. She was given transfusion until her hemoglobin level 
reached 11.9 Gm. per 100 cc.; seven units of blood was re- 
quired. A complete gastrointestinal series, including detail 
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studies of the small intestine, was negative. The string test 
was positive for blood in a localized area, 56.25 cm. from the 
incisors, the pylorus being estimated at 54 cm. Gastroscopic 
examination was refused, and she was discharged on an ulcer 
diet after the bleeding had apparently stopped. 

The most recent admission was because a periodic exam- 
ination had revealed that the hemoglobin level was again 
down, this time to 8.0 Gm. per 100 cc. It had been normal 
on previous examinations, and the patient had no melena or 
other symptoms, except for a loss of 20 Ib. (9.1 kg.) during 
the previous year. She had remained on her diet. Her medical 
and social history, as well as the systemic review, were nega- 
tive, except for a history of hypertension five to six years 
earlier. 

The patient was obese, and her skin was quite pale. The 
blood pressure was 130/75 mm. Hg, and the white blood 
cell count and urinalysis were normal, as were the prothrom- 
bin time and platelet count. The stool contained 4+ occult 
blood. X-rays were again normal. The string test revealed 
blood staining from what was thought to be the cardia to 
the pylorus. Administration of six units of blood was re- 
quired over a two-week period to maintain the hemoglobin 
at near normal levels. A diagnosis of probable duodenal ulcer 
was made, and operation was scheduled for Jan. 22, 1957. 
A polypoid tumor (fig. 4, 5, and 6) of the jejunum was 
removed by simple wedge resection from the antimesenteric 
border. The patient’s course was satisfactory, and she was 
discharged on the seventh postoperative day. The pathologi- 
cal diagnosis was “fibroma with ulceration.” 


Case 3.—A 53-year-old woman was admitted on Nov. 20, 
1957, with the chief complaint of black stools for the previ- 
ous three days. She gave a history of recurrent episodes of 
melena over a 24-year period; these attacks had occurred 


Fig. 4.—Fibroma of jejunum. Segment was removed at 
operation. 


every few months and had lasted an average of one to three 
days. She had been anemic for years, the hemoglobin level 
being 8.9 Gm. per 100 cc. on one known occasion. The most 
recent attack had consisted of frequent melanotic stools, oc- 
curring several times daily. Several of them also contained 


bright red blood. She had been dizzy and weak during the 
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previous 24 hours and had had an episode of syncope the 
evening of admission. Several of the prior bleeding episodes 
had been massive, requiring transfusions. The patient denied 
ever having had any abdominal pain, pyrosis, meteorism, or 
hematemesis. She had previously had numerous gastrointesti- 
nal x-rays, and all except one were normal. This one, taken 
several years before, apparently had revealed a duodenal 


Fig. 5.—Jejunum opened showing ulceration of fibroma 
with drop of blood coming from ulceration. 


ulcer. The patient said she had been easily bruised for years, 
but a complete hematological study two months prior to 
admission was entirely normal. 

During an examination for a bleeding episode one and 
one-half years prior to this admission, a completely asympto- 
matic adenocarcinoma of the right kidney had been discov- 
ered on pyelography. This was removed uneventfully, with 
no subsequent symptoms. The history and systemic review 
were otherwise noncontributory. 

The patient was well developed and well nourished, but 
she appeared quite pale. Her blood pressure was 112/68 
mm. Hg, pulse 116 per minute, and respiratory rate 20 per 
minute. Minimal epigastric tenderness was noted by one 
examiner, as well as a positive tourniquet test when blood 
was drawn for typing. The physical examination was other- 
wise negative. The tentative diagnosis was bleeding peptic 
ulcer, with blood dyscrasia and metastatic adenocarcinoma 
to be ruled out. 

The hemoglobin level was 6.8 Gm. per 100 cc. on admis- 
sion, and the white blood cell count was 12,500 per cubic 
millimeter, with a normal differential. The microhematocrit 
reading was 25%, urinalysis was negative, and stool exam- 
ination was repeatedly positive for occult blood. The upper 
gastrointestinal x-ray series, chest x-ray, and bone survey 
were negative. Seven transfusions over an eight-day period 
maintained the hemoglobin level at only 6 to 8 Gm. per 100 
cc., finally bringing it up to 12 Gm. prior to operation. This 
was despite intensive ulcer therapy. 

Operation was carried out on Dec. 4, 1957, and revealed a 
polypoid lesion in the jejunum, 11 in. from the ligament of 
Treitz. This was removed by wedge resection with end-to-end 
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anastomosis. There was no evidence of tumor in the left renal 
area. The pathological report was leiomyoma of the jejunum. 
The postoperative course was entirely satisfactory, the pa- 
tient being discharged after eight days. 


Summary and Conclusions 


Benign tumors of the small intestine can no 
longer be considered rare, since the total reported 
cases exceed 1,400. They are being reported with 
more frequency, particularly as newer x-ray tech- 
niques for studies of the small intestine have been 
developed. 

Although many cases are asymptomatic and are 
found incidentally at operation or at autopsy, of 
all the documented cases, 70% were found at oper- 
ation and a considerable percentage of these were 


Fig. 6.—Tumor sectioned to show fibrous character. 


symptomatic. Less than 8% of all patients operated 
on have been given diagnoses before surgery. This 
figure could be raised to nearly 50% by proper 
x-ray examination, and a few series have ap- 
proached this figure. 

Most series show benign tumors to be less fre- 
quent than malignant, and they are also less apt to 
be symptomatic. The etiology is essentially un- 
known. The sex incidence is equal, and the ma- 
jority of these tumors occur in patients between 30 
and 60 years of age. One-half of all cases occur in 
the ileum, the duodenum being the rarest location. 

Most benign tumors are polypoid, and the most 
common presenting symptom is obstruction. The 
majority of these obstructions are due to intussus- 
ception. In fact, the majority of cases of intus- 
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susception in adults are due to benign tumors of 
the small intestine. The second most common 
symptom is bleeding. Diagnosis in the case of mas- 
sive bleeding is usually late, and the mortality is 
fairly high. Tumor of the small intestine should be 
considered in patients with upper gastrointestinal 
bleeding without hematemesis in whom the upper 
gastrointestinal x-rays are negative. 

Treatment is surgical and is directed at the 
simplest method of removal, usually either enter- 
otomy with simple excision or resection with end- 
to-end anastomosis. The results have been relatively 
good, although the over-all mortality is about 20%; 
there has been a marked decline in recent years. 

In the three cases of benign jejunal tumors re- 
ported here, all patients were admitted with mas- 
sive upper intestinal bleeding. One of them also 
had obstruction due to intussusception. Pre- 
operative diagnosis in all cases was probable bleed- 
ing duodenal ulcer, although the presence of tumor 
was considered. Upper gastrointestinal x-rays in all 
cases were either negative or misleading, including 
a series of the small intestine in one instance. Ex- 
cellent results followed resection in all our cases. 


16778 Westmoreland Rd. (19) (Dr. Connolly). 
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AGED INFIRM RESIDENTS IN A CUSTODIAL INSTITUTION 


TWO-YEAR MEDICAL AND SOCIAL STUDY 


Eugene Moskowitz, M.D., Mount Vernon, N. Y., Edith R. Fuhn, B.S., Valhalla, N. Y., 
Margaret E. Peters, M.P.H. 


A selected group of 115 aged, infirm individuals 
were thoroughly screened in order to serve as the 
basis for a determination of the feasibility of a 
method of disability evaluation. This system was 
subsequently called the “Physical Profile (PULSES)” 
and has been described previously.’ The objective 
was to develop a method for expressing the ability 
of an aged, infirm individual to perform routine 
physical activities within the limitations imposed 
by various physical disorders. 

This study deals with a two-year review of the 
same group of patients, with use of similar medi- 
cal and social techniques to evaluate their prob- 
lems. All the individuals were residents of a county 
home, living under similar conditions, with careful 
control of their medical problems by the same 
personnel throughout the entire two-year period 
of observation. In addition, an adjacent county 
hospital was available for all acute surgical and 
medical care, and complete diagnostic and labora- 
tory facilities were available. Complete records 
were kept on all patients, and the hospital charts 
were thoroughly reviewed. Reexaminations were 
carried out at periodic intervals, averaging not 
more than three months, and a new physica! pro- 
file was assigned each patient to indicate his 
functional capabilities. The residents received com- 
prehensive medical care, including physical re- 
habilitation services provided by the county hos- 
pital. Social service was provided by the staff of 
the home on an on-going basis. 

During the two-year period there were 36 deaths, 
constituting 31% of the entire group. It is rather 
significant to note that there was only one post- 
operative death. Pulmonary complications account- 
ed for one-third of the deaths; these included five 
cases of pulmonary emboli, none of which were 
postoperative. The major cause of death was car- 
diac in 10 patients (coronary occlusion in 8 and 
congestive heart failure in 2), pulmonary in 12 
(bronchopneumonia 6, pulmonary embolus 5, and 
pulmonary hemorrhage 1), cerebral in 4 (cerebro- 
vascular accident 3 and parietal meningioma 1), 
urinary tract infections in 5, gastrointestinal in 2 


From the departments of physical medicine and rehabilitation, Grass- 
lands Hospital, Valhalla, N. Y., New York University—Bellevue Medical 
Center, New York, and Westchester County Home and Westchester 
County Department of Public Welfare, White Plains, N. Y. Dr. 
Kearley is now in Sydney, Australia. 


Allan S. Kearley, M.B., New York 


The feasibility of a method of disability 
evaluation in aged infirm people was tested 
in a group of 115 residents of a custodial 
institution. They were observed over a period 
of two years, at the end of which time about 
half of those remaining in the institution were 
over 75 years of age. A continuous process 
of rehabilitation was shown to be necessary 
in these patients. It involves restoration, 
reactivation, and maintenance and is espe- 
cially important in those who have been ad- 
mitted from a hospital or are temporarily 
hospitalized during their residency. There is 
a tendency for them to continue at the low 
level at which they were functioning when 
discharged from the hospital. This is a major 
problem in a domiciliary institution. Its solu- 
tion requires the cooperation of the family 
and the community. Periodic disability evalu- 
ation and assessment of the patient’s re- 
sources are essential. During the period of 
the study seven residents were discharged 
from the county home to their community. 


(intestinal obstruction 1 and perforated duodenal 
ulcer 1), and miscellaneous in 3. All but one of 
the patients died in the hospital; the terminal ill- 
ness was less than 10 days in 66% of the cases. 
Of the 79 individuals surviving the two-year 
period, 25, or 32%, required varying periods of 
hospitalization, with a total of 38 admissions. The 
medical causes for hospitalization included pul- 
monary infection 7, urinary tract infection 5, con- 
trol of diabetes 4, and cerebrovascular accident 2. 
The surgical causes included trophic and stasis 
ulcer 6, amputation of the lower extremity 3, cata- 
ract 3, disease of the urinary tract 3, hip fracture 
1, carcinoma of the esophagus 1, and miscella- 
neous 3. There was only one hip fracture in the 
entire group. Peripheral vascular disorders involv- 
ing the lower extremities were a frequent cause 
for hospitalization. One patient with an inoperable 
carcinoma of the esophagus was the only patient 
hospitalized for a malignancy. The relatively low 
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incidence of urinary tract surgery is explained 
by the fact that several male residents had a pros- 
tatic resection prior to their admission to the home. 


The Resident 


At the end of the two-year period, 71.4% of the 
residents were at a level of complete independ- 
ence, either in a wheel chair or on an ambulatory 
basis. In addition, four individuals were transferred 
to noninfirmary sections of the home where they 
did not require any supervision in their care. Seven 
were discharged from the county home to the 
community, and five were subsequently revisited 
in their own homes. In each instance, it was ob- 
vious that the individual had improved in the 
home situation, and there were no requests for 
readmission to the county home. This substantiates 
observations previously made in another study,” 
where it was established that once the pattern of 
rehabilitation had been set it continued within the 
home, guided by the proper motivation of inter- 
ested relatives. Undoubtedly, this could be ac- 
complished in more instances if community atti- 
tudes were changed. 


Marital Status of Residents in a Custodial Institution 


Male Female Total 


4 2 6 


Despite all efforts, nine residents underwent pro- 
gressive physical deterioration ultimately necessi- 
tating complete nursing care. These patients con- 
stitute what may be termed the hard-core nursing 
problem in any domiciliary institution for the aging. 
Four individuals were transferred to psychiatric in- 
stitutions when their mental problems could not be 
controlled in the domiciliary setting. However, 
there were many other marginal patients who were 
able to make the necessary adjustment to the shel- 
tered setting in the county home. Some of these 
residents had previously been certified for transfer 
to psychiatric facilities. 

Of the 115 residents in this survey, 56 (49%) 
were admitted from hospitals and nursing homes; 
33 of these came directly from the adjacent county 
hospital, 16 from voluntary hospitals, and 7 from 
nursing homes. Fifty-nine residents (51%) came 
directly from the community; 16 were from a 
room and board facility, 27 from their own home 
or apartment, and 10 from a home with relatives; 
6 were transient males. 

The marital status of this group is illustrated 
in the table. Ninety-four per cent of the group 
had been living in a single status. Seventy-four 
persons were self-sufficient financially, through per- 
sonal savings, odd jobs, and various types of pen- 
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sions and other remuneration such as social se- 
curity. Public assistance was rendered to 41, or 
36%, as their sole method of community main- 
tenance. A study of the occupational histories 
revealed that the majority of these individuals 
came from the unskilled, nontechnical categories. 
There were no professional people in this group. 
However, there were five white collar workers. 

The age distribution of those individuals still 
remaining in the county home at the end of the 
two-year period is as follows: age 45 to 49, 1 per- 
son; age 50 to 54, 3; age 55 to 59, 6; age 60 to 
64, 5; age 65 to 69, 13; age 70 to 74, 3; age 75 to 
79, 7; age 80 to 84, 13; age 85 to 89, 6; age 90 
to 94, 4; and age 95 to 99, 2. Almost 51% are over 
75 years of age. 

During the two-year period of observation, there 
were transitions in the physical profile of many 
residents. They reflected changes in their physical 
status without necessarily any alteration in their 
medical diagnoses. Some individuals improved, 
others became worse, and many maintained their 
physical and mental status. In addition, others 
underwent deterioration after acute illness and 
subsequently required assistance in returning to 
their previous functional level. This was termed 
reactivation in contrast to physical restoration. The 
latter term was applied to the rehabilitation of 
those residents who had incurred disabilities pri- 
marily involving the neuromuscular or musculo- 
skeletal systems, such as a stroke or a fractured 
hip. However, it should be noted that the rehabili- 
tation process was, of necessity, an on-going pro- 
gram, for it was equally important to maintain 
many of these patients at the maximum functional 
level which had been achieved, either in their re- 
activation or in their physical restoration program. 
This previously described program’ has been 
termed a maintenance type of physical rehabilita- 
tion; it has been described also by Costello and 
Tanaka.*® At the end of the two-year period of 
observation, 54% of the remaining patients were 
considered to be on such a maintenance program. 

Comparison of the various components of the 
physical profile again substantiates the original 
findings, namely, a preponderance of disabilities 
involving the lower extremities which underwent 
the greatest deterioration. This is illustrated in 
the figure. In contrast, the upper extremities showed 
very little change during this same period. As an- 
ticipated, the incidence of incontinence increased, 
but there were only four totally incontinent pa- 
tients at the end of the two-year period among 
those who had survived. 


Rehabilitation Program 


The introduction of a physical rehabilitation 
program in a county home more than three years 
ago has gradually crystallized a new concept in 
custodial care. The aging resident frequently be- 
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comes chronically ill and infirm. Rather than re- 
quiring pure domiciliary care on an ambulatory 
basis, these people need adequate medical and 
social services to meet their daily on-going needs 
as they arise. There is an increasing tendency to 
consider these domiciliary institutions as points of 
no return, not only from the medical but from 
the sociological perspective as well. While these 
individuals are, of necessity, housed in an institu- 
tion devoted to the care of this type of patient, 
it does not necessarily follow that they should 
not be exposed to the same general medical and 
rehabilitation concepts which are carried out in 
the community. A bedridden individual in a domi- 
ciliary institution constitutes the major problem 
in nursing care. It is therefore necessary to be on 
the alert for comparatively minor defects which 
could ultimately lead to increasing this problem. 

Originally, the physical profile was developed as 
a guide for those concerned with the care of the 
domiciliary patient. It enables them to estimate 
roughly the physical and mental abilities of any 
person. Periodic reevaluation enables one to de- 
termine exactly what is happening to the person. 
The physical rehabilitation program is geared to 
the specific needs of the individual at any one par- 
ticular time. It has been recognized that the pa- 
tient may undergo physical and mental deteriora- 
tion without any changes from the diagnostic point 
of view. Teaching an individual to walk to the 
bathroom can influence his dietary habits as well 
as his mental attitude and behavior in the area 
where he is domiciled. Most elderly people have a 
tendency to take to a chair or to other sedentary 
activities, and an organized program of activity is 
vital for maintaining their physical capabilities. 
Contractures in the lower extremities, particularly 
the hips and knees, are very prone to develop from 
protracted sitting. A mild contracture may make 
the difference between an ambulatory and wheel 
chair existence. Periodic reevaluation of these indi- 
viduals, with an estimate of their capabilities as 
reflected in the physical profile, immediately calls 
attention to these changes and initiates the proper 
corrective measures. 

As previously noted, many individuals were hos- 
pitalized for intercurrent infections or other medi- 
cal and surgical complications, and it was necessary 
to reactivate them after these illnesses. This is one 
of the major problems in a domiciliary institution. 
There is a tendency for them to continue at the 
level at which they were functioning at the time 
of discharge from the hospital. This is particularly 
true of individuals who are transferred from 
voluntary hospitals where the facilities are limited 
for any type of activation program. They are trans- 
ferred soon after the termination of the acute 
phase of the illness, but this does not imply maxi- 
mum physical restoration. 
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From the social point of view, it is equally im- 
portant to change the concept of the domiciliary 
institution. It has been extremely difficult to work 
with relatives in making adequate plans for pos- 
sible discharge of those who have improved dur- 
ing the course of their institutional care. In those 
instances where there is any hope of further re- 
habilitation, it is necessary to maintain an on-going 
casework service in order to make the family 
understand that there exists the possibility of im- 
provement in the resident in a custodial institu- 
tion, with the ultimate goal of return to the 
community. 
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Comparison of upper (above) and lower (below) extremi- 
ty profile gradings in 70 patients in 1956 and 1958. 


However, it should be recognized that in any 
domiciliary institution there are a given number 
of patients who require complete, permanent nurs- 
ing care. By making more individuals self-sufficient, 
it should not be assumed that one can reduce the 
cost of domiciliary care. It does enable a greater 
allocation of manpower to those persons who re- 
quire complete care. This recognizes the fact that 
no domiciliary institution can easily recruit and 
maintain a complete staff at all times. 


Summary and Conclusions 


In a two-year study of 115 aged, infirm indi- 
viduals, a system of disability classification, termed 
the “Physical Profile,” served as an effective index 
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for recording the physical and mental status of 
the patients. The rehabilitation of a domiciliary 
patient is a continuous process involving restora- 
tion, reactivation, and maintenance, with transi- 
tions from one phase to another to meet the chang- 
ing needs of the individual. Various disabilities 
affecting the lower extremities constituted the major 
factor in loss of rehabilitation potential. The termi- 
nal illness, averaging less than 10 days in 66% of 
the deaths, was the major cause for hospitalization 
in this domiciliary group. The changing population 
of domiciliary institutions requires a careful screen- 
ing and follow-up program for recognition of the 
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convalescent or deteriorating aged, infirm indivi- 
dual who can benefit from an organized activity 
program. 
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In planning an adequate program for treatment 
of chronic gastritis, a satisfactory method is ur- 
gently needed with which to obtain objective evi- 
dence for correlation with the clinical symptoms 
of gastric inflammation. The use of gastroscopy ' 
and multiple biopsies has enabled formation of a 
definitive plan for management of the problem. Cri- 
teria for evaluation of the histological picture are 
suggested in table 1. This is especially useful in the 
large number of dyspeptic patients for whom the 
roentgenogram is negative. 

Traditional treatment of chronic gastritis has 
paralleled that of peptic ulcer, but the pain pattern 
is usually quite different. In ulcer the characteristic 
sequence is pain-food-relief; in gastritis, pain-food- 
pain. Upper abdominal distress and bloating after 
meals are the commonest complaints. Nausea and 
vomiting become more prominent as illness is pro- 
longed. Weight loss may reach 40 to 80 Ib. (18.1 to 
36.3 kg.) in the severe form. Achlorhydria is noted 
in 10 to 15% of cases. The standard ulcer regimen 
—diet, antacids, and anticholinergics—usually fails 
to relieve symptoms of gastritis. 


Classification of Gastric Histology 


Normal.—Normal human gastric mucosa presents 
a compact and regular glandular pattern. The 
glands contain one to three parietal cells and the 


From the departments of medicine and pathology, Carney Hospital 
and Tufts University Medical School. 

Based on a paper read before the 11th Clinical Meeting of the 
American Medical Association, Dec. 6, 1957, Philadelphia. 
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CHRONIC GASTRITIS 


HISTOLOGICAL CRITERIA FOR MANAGEMENT AND MEDICAL TREATMENT 
WITH A MUCOSAL ANESTHETIC IN ALUMINUM HYDROXIDE 


Emmanuel Deutsch, M.D. 


Howard J. Christian, M.D., Boston 


Gastroscopy with multiple biopsies shows 
that in severe chronic gastritis the mucosal 
pattern is distorted by irregular distribution 
of the gastric glands, increased numbers of 
mucus-secreting cells, and inflammatory in- 
filtration of the stroma. The pattern of symp- 
toms (pain-food-pain cycle) and failure to 
respond to antacids also distinguish chronic 
gastritis from the typical peptic ulcer. Ninety- 
two patients with chronic gastritis were 
treated with bed rest, sedatives, gastric 
suction, meals planned not to exceed the 
patient's critical volume, and a combination 
of aluminum hydroxide gel with oxethazaine 
hydrochloride, a topical anesthetic. While 
the severe forms of chronic gastritis were re- 
fractory to this treatment, the moderate and 
mild forms proved amenable, and the com- 
bination of antacid and anesthetic afforded 
relief from pain for periods up to six hours 
after each dose. Medication was continued 
for six days to 18 months without evidence 
of significant side-effects. 


remainder are chief cells in a symmetrical place- 
ment around the circumference. Mucus-secreting 
cells are generally insignificant. The stroma is 
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sparse because of the compact glandular structure. 
The muscularis mucosae is thin and uniform with- 
out evidence of scarring or inflammatory infiltrate. 
The vessels throughout the sections are generally 
inconspicuous (see figure, A). 


TaBLe 1.—Criteria for Histological Evaluation 
of the Gastric Biopsy 


General architecture 
Mucosa normal or showing inflammatory lesions (gastritis) 
Tumor 
Epithelium and glands 
Normal 
Abnormal 
Individual cell character and inflammatory change 
Absence of acid cells 
Intestinalization—excessive production of mucus 
Cystie change in glands 
Evidence of injury and repair 
Mitotie activity, tendency toward reversal of nueleus-eytoplasm 
ratio 
Stroma 
Interstitial infiltrate 


Extent—cells per high-power field 
Character of infiltrating cells 
Lymphoid aggregates with and without germinal centers 


Muscularis mucosae 
Normal 
Abnormal 


Cellular infiltrate 

Edema 

Hypertrophy 

Evidence of injury and repair—-searring, glandular elements 


Congestion of vessels 


Mild.—In mild chronic gastritis the glandular 
pattern is not significantly altered. Small numbers 
of inflammatory cells (lymphocytes and plasma 
cells) are haphazardly distributed throughout the 
interstitial tissue, with occasional slight displace- 
ment of the glands. The muscularis mucosae gener- 
ally is uninvolved by this process (see figure, B). 

Moderate._In moderate chronic gastritis the 
mucosal pattern is moderately distorted with ir- 
regular distribution of the individual glands. Early 
intestinalization of the surface epithelium is pres- 
ent. The interstitial infiltrate is increased and more 
uniform in distribution, with formation of discrete 
lymphoid follicles. Some disruption of the muscu- 
laris mucosae is seen secondary to extension of the 
inflammatory process from the mucosa (see fig- 
ure, C). 

Severe.—In severe chronic gastritis there is con- 
siderable distortion of the mucosal pattern owing 
to compression and asymmetrical distribution of 
the glands. Increased numbers of mucus-secreting 
cells indicate a definite conversion to colonic-type 
epithelium. The stroma contains a heavy inflamma- 
tory infiltrate with many lymphoid follicles, some 
with active germinal centers. Fragmentation of the 
muscularis mucosae is seen secondary to inflamma- 
tion and fibrosis (see figure, D). 

Present evidence’ suggests that mesenchymal 
cells may be unicellular endocrines which produce 
histamine, heparin, hyaluronic acid, and serotonin. 
In time of stress these may react as part of the 
mesenchymal system. This system includes fibro- 
blasts, mast cells, and basophils. The chronic in- 
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flammatory infiltrate which.seems to be a prominent 
part of the picture in gastritis may also participate 
in the functioning of the mesenchymal system. 

The mechanism underlying the -frequently de- 
scribed feeling of fulness and bloating may possibly 
involve the presence of gastric stretch receptors in 
the muscularis mucosae and their vagal afferent 
fibers, as suggested by the experiments of Paintal ° 
in cats and of Towbin * in dogs. Towbin’s experi- 
ments suggested that the reflex pathway lies in the 
vagus. The reflex arc consists of the zastric stretch 
receptor, vagal fibers, and the midbrain. 

It is conceivable that in the presence of chronic 
inflammation of the stomach, such gastric receptors 
will respond to a smaller than normal volume of 
fluids and food, with immediate satiation of thirst 
and hunger. On increase of the water or food in- 
take above this level (critical volume), gastric 
distress develops. 


Inhibition of Histamine-Stimulated Gastric Acid 


Many investigators have studied the role of the 
gastric antrum in controlling gastric secretion.’ It 
is believed that in dogs in which the Heidenhain 
pouch has been established, the antrum, if exposed 
to or distended by food with a pH of 3.0 or above, 
releases gastrin to stimulate secretion in the pouch. 
In the presence of greater acidity, no secretion is 
stimulated. In the fasting state, the Heidenhain 
pouch yields no free gastric acid.° 


TABLE 2.—Diagnosis in Ninety-two Patients Examined and 
Treated for Inflammatory Gastric Lesions 


Diagnosis No. of 
Patients 
Chronie gastritis without associated disease................... 18 


Chronie gastritis associated with 
Gastric atrophy—pernicious 


Hodgkin's disease (after definitive 
Hodgkin's disease (before definitive surgery)................ 


= 
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Myocardial infaretion, congestive heart failure, arterio- 


Severe deforming 1 


92 

In other experimental studies, application of a 
topical anesthetic to gastric mucosa blocked hista- 
mine-stimulated secretion of gastric acid’ and pre- 
vented contraction of guinea pig ileum.* 

Clinical Investigation.—A series of 92 patients, 13 
to 81 years old, who had chronic gastritis, were 
examined and treated throughout a two-year study 
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(table 2). Clinical evaluation included repeated 
history-taking, physical examinations, laboratory 
studies, and gastrointestinal roentgenograms. To 
determine whether the lesions were diffuse or 
patchy, gastric biopsies were routinely taken from 
three sites—antrum, midstomach, and fundus—in 39 
cases, during gastroscopy with the Benedict gas- 
troscope. The material was fixed in 10% formalin, 
stained with hematoxylin and eosin, and examined 
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gastric suction for 24 to 48 hours affords the 
speediest relief. After gastric suction the patient 
is usually pain-free and well prepared for roent- 
genologic examination of the gallbladder and gas- 
trointestinal tract, laboratory studies, gastroscopy, 
and surgical exploration if required. 

The critical volume of food should be evaluated 
for each individual and should not be exceeded. 
Fast days, with bed rest, once or twice a week, 


Chronic gastritis. A, normal gastric mucosa from midstomach proximal to antrum. B, mild gastritis: sparse inflammatory in- 
filtrate into interstitial tissue without significant alteration of glands. C, moderate gastritis: some disruption of glandular pattern 
and formation of lymphoid follicle. D, severe gastritis: extensive inflammatory infiltrate with lymphoid follicles containing active 
germinal follicles, intestinalization of glands, and fragmentationof muscularis mucosae. 


by several pathologists in various hospitals in and 
around Boston. At the same time the gastric aspirate 
was submitted for Papanicolaou stain and cell 
block, 

Treatment.—Bed rest is essential for all such 
patients, especially when exhaustion is present. For 
recurrent episodes of nausea and vomiting, constant 


help to prevent or diminish the severity of recur- 
rent episodes of pain. Sedatives promote sleep. 

Medication.—In the majority of the series, doses 
of 1 tablespoonful of aluminum hydroxide gel three 
times daily previously had afforded some relief for 
periods of about two weeks. Since clinical trials of 
a 0.2% concentration of a compound with local 
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anesthetic action, oxethazaine hydrochloride [N,N- 
bis-(N-methyl-N-phenyl-t-butylacetamido) beta hy- 
droxyethylamine hydrochloride] “ in aluminum gel, 
had shown therapeutic efficacy and safety, this 
combination was used for these patients. One tea- 
spoonful (5 cc.) of the 0.2% solution of oxethazaine 
hydrochloride in aluminum hydroxide gel (which 
provides 10 mg. of the topical anesthetic) was ad- 
ministered before meals three times daily. Medica- 
tion was continued for 6 days to 18 months. 

Results.—Ninety-six per cent of the patients ob- 
tained complete relief of substernal pain or upper 
abdominal distress lasting two to six hours after 
each dose. Four per cent had only partial relief. 

The 18 patients who had chronic gastritis with 
irritability of the colon had not improved on bland 
diet, anticholinergics, and aluminum hydroxide gel 
alone. The oxethazaine-aluminum hydroxide prep- 
aration permitted earlier use of water, fresh fruits, 
and fresh vegetables, followed by rapid improve- 
ment in bowel function. 

The upper abdominal pain experienced by seven 
patients who had moderately severe chronic ulcer- 
ative colitis associated with chronic gastritis was 
relieved by the medication and the irritability of 
the gastrocolic reflex was considerably diminished. 

The intervals between recurrences were longer 
and the episodes were milder in severity and more 
easily controlled. The medication did not mask 
symptoms of malignant processes in the stomach 
or colon. No significant side-effects developed. 


Comment 


Subjective symptoms of an intensity dispropor- 
tionate to the degree of histological change demon- 
strated by gastric biopsy were best managed with 
psychotherapeutic measures. Thus recurrent attacks 
were reduced and unnecessary operation avoided. 

The mild and moderate stages of chronic gas- 
tritis appear clinically to be reversible. The severe 
stage corresponds to the refractory form which 
fails to show significant improvement under medi- 
cal management. 

The cell block, made from aspirate at the time 
of gastroscopy, contributed little, although fre- 
quently it did contain recognizable gastric mucosa. 
When ulcer is present in the stomach or duodenum, 
and the biopsy specimens show normal gastric 
mucosa or mild or moderate gastritis, the ulcer 
usually heals under the medical regimen described. 
If, however, the biopsy specimens exhibit severe 
chronic gastritis, associated ulcers thus far have 
been refractory to medical management and appear 
to be best treated by operation. 


Summary 


Without biopsy, there is no confirmation of the 
presence, frequency, type, or extent of gastric 
pathology. The gastroscopic picture is poorly cor- 
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related with the histology of the gastric biopsy. 
Based on the histological criteria, three well-defined 
stages of chronic gastritis (mild, moderate, and 
severe) are recognizable. The severe stage of 
chronic gastritis appears to be irreversible and cor- 
responds to the clinically refractory type. Mild or 
moderate chronic gastritis, with or without asso- 
ciated peptic ulcer, usually heals under the medical 
regimen proposed: gastric suction, physical rest, 
fast days, smaller meals, and a mucosal anesthetic 
administered orally in aluminum hydroxide. Peptic 
ulcer associated with gastritis in the severe form 
usually does not heal under medical management 
and is best treated by operation. 
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CLINICAL NOTES 


AGENESIS OF THE BLADDER 


James F. Glenn, M.D., Durham, N. C. 


Complete absence, or agenesis, of the urinary 
bladder is an extremely rare developmental anom- 
aly, encountered in only 1 of nearly 600,000 pa- 
tients seen at Duke Hospital in the past 28 years. 
Less than 10 instances of agenesis of the bladder 
are noted in the literature, and these are primarily 
of academic interest, noted at autopsy.’ Campbell 
reports an incidence of seven cases in nearly 20,000 
autopsies, most of which showed multiple develop- 
mental anomalies.* Some recorded cases of agenesis 
actually represent hypoplasia, contracture, or ex- 
treme degrees of exstrophy. This report deals with 
an instance of agenesis of the urinary bladder with 
several interesting clinical features. 


Report of a Case 


A 3%-year-old American Indian girl was admitted to the 
pediatric service of Duke Hospital in August, 1958, for eval- 
uation of congenital heart disease. Complete cardiologic 
evaluation, including cardiac catheterization, disclosed a 
small interventricular septal defect, and it was felt that sur- 
gery was not indicated. 

At the time of this admission, members of the pediatric 
staff noted that the patient had continuous urinary dribbling. 
Urologic consultation was requested. The patient’s external 
genitalia were grossly normal, but careful observation re- 
vealed four pin-point openings in the urethrovaginal septum 
from which urine could be seen issuing. 

The patient was discharged and readmitted to the urology 
service one month later, Information obtained from the par- 
ents indicated that no attempt had been made to toilet-train 
the child, and the parents had noted that the child’s diapers 
remained wet at all times, The patient had 11 siblings, 
all of whom were said to be without urologic difficulties. 
With the exception of the cardiac murmur and the continu- 
ous leakage of urine the general examination disclosed noth- 
ing remarkable. Laboratory data included a normal hemo- 
globin value and white blood cell count. Blood urea nitrogen 
level was 36 mg. per 100 cc. Intravenous urograms revealed 
poor concentration of mediums with bilateral hydronephrosis 
and hydroureter and reduplication of the upper collecting 
system on the left. 

With the patient under anesthesia a patulous urethral 
opening could be sounded to 1.5 cm. The vagina was 
sounded to 4 cm. The four orifices in the urethrovaginal 
septum were probed, and two of them were found to be 
fistulas communicating with the other two openings. Two 
4 F. ureteral catheters were introduced into the orifices and 
retrograde pyelograms were taken, revealing bilateral hydro- 
ureter and hydronephrosis with reduplication of the left renal 
pelvis and upper ureter. A 16 F. McCarthy cystoscope was 
passed into the vagina, which appeared to be grossly normal. 
A normal cervix was visualized. Cystoscopy revealed the 
urethra to be a blind pouch about 1.5 cm. in length. There 
was no evidence of a vesical neck, nor could a trigone be 
visualized. The mucosa was thin and hypoplastic in appear- 
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ance. Foley catheters were positioned in the vagina and 
urethra and were then alternately filled with a radiopaque 
medium. A urethrogram and a vaginogram were taken. The 
vaginogram is shown in figure 1. The urethral pouch meas- 
ured approximately 1.5 by 1.5 cm. when completely dis- 
tended. Figure 2 shows the artist’s concept of the urologic 
findings. 

It was evident that some form of urinary diversion was 
necessary since no bladder existed and since there was 
stenosis of the external ureteral orifices with consequent 
obstruction. Abdominal exploration and ileal loop urinary 
diversion were performed. After anastomosis of both ureters 
to an isolated segment of ileum, brought out in the right 
lower quadrant, approximately 6 cm. of the remaining lower 
portions of both ureters was excised. The pelvis was care- 
fully inspected and a bicornate uterus noted. The patient’s 
ovarian tubes and ovaries appeared normal. No bladder could 
be palpated. A normal appendix and a Meckel’s diverticulum 
were removed. 

The patient’s postoperative course was uneventful. The 
blood urea nitrogen level became elevated transiently in the 
postoperative period. Urograms at discharge from hospital 
showed some resolution of the bilateral hydronephrosis. Ade- 
quate urinary collection was achieved through the use of an 
ileostomy bag. No further urinary leakage through the 
perineum occurred. 


Developmental Anatomy 


The development of the genitourinary system is 
a complex process. The bladder proper arises from 
entodermal cloaca, while the trigone and ureters 
arise from mesoderm (mesonephric ducts). The 
trigone and ureters are hence of Wolffian origin, 
but the vagina is derived from the Miillerian duct. 
It has been pointed out that since the vestibule and 
the ureters have a common origin in the Wolffian 
body it is not uncommon to find anomalous ureteral 
openings in the vestibule.* 

Ectopic ureteral openings are frequently encoun- 
tered, often associated with supernumerary ureters.“ 
Most frequently, ectopia of the ureteral orifice oc- 
curs in the urethra or near the external meatus.’ 
Extreme cases of ureteral ectopia are recorded,” 
and persistent cloaca has been noted in females.* 

The most common developmental anomaly of the 
bladder is exstrophy, and this fortunately occurs in 
only about 1 in 50,000 births.’ Agenesis of the 
urinary bladder is of still less frequent occurrence. 
Hypoplasia, or dwarf bladder, is also an extreme 
rarity. Congenital absence of the vagina, on the 
other hand, is a more frequent anomaly.* In dealing 
with these congenital genitourinary anomalies, em- 
phasis must be placed on a thorough knowledge of 
the embryology, development, and anatomy of the 
genitourinary tract.® 
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Comment 


This case of agenesis of the urinary bladder rep- 
resents a rare urologic anomaly, but it also empha- 
sizes certain aspects of pediatric urology which are 
of interest to the pediatrician, the urologist, and 
the family physician alike. It is interesting that this 
child exhibited multiple congenital anomalies in 
addition to agenesis of the bladder: a ventricular 
septal defect was demonstrated and the patient was 
also found to have double left kidney, a bicornate 
a uterus, and a Meckel’s diverticulum. In addition, it 
should be noted that this child’s parents were of a 
North Carolina American Indian community which 

" is notorious for its high incidence of familial inter- 
marriage. 

The most important aspect of this case is the fea- 
ture of urinary incontinence. It has been previously 
stated that ectopic ureters are a frequent occur- 
rence, and it is well known that urinary inconti- 
nence in children is often of surgical significance.*® 
Lanman stated that 50% of children dying from 
pyelonephritis could be shown to have urologic 
obstructive lesions which would have been amen- 
able to surgical therapy. Thorough medical evalu- 
ation of urinary incontinence is therefore manda- 
tory in all cases. 


Fig. 1.—Vaginogram of patient. Tip of second catheter re- 
maining in urethra is seen. 


The first step in evaluation of urinary inconti- 
nence is recognition of the condition. Thorough 
education of parents is required if they are to 
observe the urologic habits of their children. Many 
infants are never observed in the act of voiding, 
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and a surprising number of mothers are unaware 
of the intervals between diaper changes. A diaper 
which is continuously wet despite frequent changes 
is naturally one of the first signs of urinary incon- 
tinence. 


Fig. 2.—Composite drawing showing blind urethra, ectopic 
orifices, bilateral hydroureteronephrosis, and left double 


kidney. 


Urologic evaluation should not be delayed. Ec- 
topic ureteral orifices are usually surrounded by 
tissue producing obstruction and leading to pro- 
longed urinary infection with pyelonephritis and 
renal damage. Other cases of urinary incontinence 
are equally serious, including bladder neck ob- 
struction due to contracted vesical orifice or con- 
genital urethral valves with resultant overflow in- 
continence. Congenital urinary fistulas with or 
without communication with the gastrointestinal 
tract also demand early surgical correction. 


References 


1. Campbell, M. F.: Clinical Pediatric Urology, Philadel- 
phia, W. B. Saunders Company, 1951. 

2. Campbell, M. F.: Embryology and Anomalies of Uro- 
genital Tract, in Urology, edited by M. F. Campbell, Phila- 
delphia, W. B. Saunders Company, 1954. 

3. Pessin, S. B.: Lower Urinary Tract and Male Genitalia, 
in Pathology, edited by W. A. D. Anderson, St. Louis, C. V. 
Mosby Company, 1948. Wesson, M. B.: Incontinence of 
Vesical and Renal Origin (Relaxed Urethra and Vaginal 
Ectopic Ureter): Case Report, J. Urol. 323141-152 ( Aug.) 
1934. Van Duzen, R. E., and Duncan, C. G.: Anatomy and 
Nerve Supply of Urinary Bladder, J. A. M. A. 14321345- 
1347 (Dec. 12) 1953. 

4. Hepburn, T. N.: Extravesical Ureteral Opening Caus- 
ing Urinary Incontinence, Ann. Surg. 98:110-118 (July) 
1933. 

5. McKay, H. W.: Incontinence of Urine due to Ectopic 
Vaginal Ureter, South. M. J. 303:579-584 (June) 1937. 
Winterton, W. R.: Extravesical Opening of Ureter, with Re- 


Ne 
Ps 
(4 
\ 
\ 
74 
VAGINA™ =| ¢ 
a4 


116/2018 


port of Case, J. Obst. & Gynaec. Brit. Emp. 443517-526 
(June) 1937. 

6. Lowsley, O. S.: Persistent Cloaca in Female: Report of 
2 Cases Corrected by Operation, J. Urol. 4692-707 
(April) 1948. 

7. Young, H. H.: Genital Abnormalities, Hermaphrodi- 
tism, and Related Adrenal Diseases, Baltimore, Williams & 
Wilkins Company, 1937. 


COUNCIL ON DRUGS 


J.A.M.A., April 25, 1959 


8. Bryan, A. L.; Nigro, J. A.; and Counseller, V. S.: One 
Hundred Cases of Congenital Absence of Vagina, Surg., 
Gynec. & Obst. 8879-86 (Jan.) 1949. 

9. Ladd, W. E.: Congenital Anomalies, editorial, Surg., 
Gynec. & Obst. 86:247-249 (Feb.) 1948. 

10. Lanman, T. H.: Urinary Incontinence: Its Surgical 
Significance, Pediatrics 1:776-779 (June) 1948. 


COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based upon available evidence and do not in any 


case imply endorsement by the Council. 


Acetyldigitoxin (Acylanid).—The alpha acetyl 
ester of digitoxin.—The structural formula of acetyl- 
digitoxin may be represented as follows: 


=O 

CH 
CH 
OH 
COCHs 


Actions and Uses.—Acetyldigitoxin, introduced in 
1954, is a crystalline cardiac glycoside which is 
derived from lanatoside-A (a naturally occurring 
glycoside of Digitalis lanata) by chemically con- 
trolled, enzymatic removal of a glucose molecule. 
Clinically, the drug produces the therapeutic and 
toxic effects of digitalis and related principles. 
Acetyldigitoxin is characterized by a relatively 
rapid onset and a short duration of action as com- 
pared with digitoxin. Typical digitalis effects be- 
come discernible within two to four hours after 
oral administration. Because the drug is dissipated 
more rapidly than digitoxin, its effect is more 
quickly reversible; signs of intoxication disappear 
within one to three days after discontinuing treat- 
ment. Approximately 66% of an orally administered 
dose is absorbed from the gastrointestinal tract. 

Acetyldigitoxin is used in the same manner as 
other cardiac glycosides for the treatment of con- 
gestive heart failure and/or auricular fibrillation 
and paroxysmal tachycardia. The drug has a high 
rate of fixation to serum albumin and is, therefore, 
well suited for maintenance treatment in chronic 
heart failure. Its bradycardic effect is pronounced 
in patients with auricular fibrillation who have a 
rapid heart rate. (See the general statement on 
digitalis and related principles in New and Non- 
official Drugs. ) 


H. D. Kautz, M.D., Secretary. 


Although acetyldigitoxin has shown a slightly 
more favorable therapeutic ratio in some studies, 
its toxic potentialities are the same as with other 
digitalis preparations. As with all other cardiac 
glycosides, constant supervision is imperative to 
avoid the adverse effects of overdigitalization. 
Gastrointestinal symptoms, which may be expected 
in approximately 20% of patients despite the most 
careful adjustment of dosage, are indicative of 
excessive dosage. Such effects usually precede car- 
diac arrhythmias and are readily reversible upon re- 
duction in dosage or discontinuance of medication. 

Dosage.—Acetyldigitoxin is administered orally 
for digitalization and maintenance. Since the drug 
is a pure glycoside, which is chemically well de- 
fined and stable, it is standardized gravimetrically 
rather than by biological assay. Dosage must be 
carefully adjusted according to the response of the 
individual patient and the appearance of toxic 
manifestations. 

For rapid digitalization, 1.6 to 2.0 mg., with an 
average of 1.8 mg., is given within 24 hours, either 
as a single dose or in three or four divided doses. 
Some investigators have employed as much as 
3.0 mg. in one day for initial digitalization, but 
this dose appears to be excessive from the stand- 
point of toxicity. For slower digitalization, daily 
amounts ranging from 0.6 to 1.4 mg., with an 
average of 1.0 mg., may be given for two to six 
days. Alternatively, the drug may be given in doses 
of 0.2 mg. three or four times daily until the 
therapeutic effect is achieved. The average main- 
tenance dose. of acetyldigitoxin is 0.15 mg. per 
day, with a range of 0.1 to 0.2 mg. 


Preparations: tablets 0.1 mg. and 0.2 mg. 
Sandoz Pharmaceuticals, Division of Sandoz, Inc., co- 
operated by furnishing scientific data to aid in the evaluation 
of acetyldigitoxin. 
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Caramiphen Hydrochloride (Panparnit).—2-Di- 
ethylaminoethyl 1-phenylcyclopentanecarboxylate 
hydrochloride.—The structural formula of carami- 
phen hydrochloride may be represented as follows: 


-C2aHs 
C OCH2CH2N_ HCl 
CeHs 


Actions and Uses.—Caramiphen hydrochloride, 
introduced in 1949, is a synthetic antispasmodic 
agent which is used in the medical management 
of paralysis agitans (Parkinson’s disease). It may 
be classified pharmacologically as an atropine-like 
drug. However, it has much weaker mydriatic and 
antisecretory effects than do the belladonna alka- 
loids while, at the same time, exerting a potent 
spasmolytic effect on smooth muscle. Caramiphen 
also relieves spasticity of voluntary muscle, an ac- 
tion believed due to peripheral cholinergic block- 
ade plus central inhibition on cerebral motor 
centers. 

Caramiphen is generally considered to be better 
suited for so-called postencephalitic Parkinsonism 
than for the “arteriosclerotic” or “idiopathic” types 
of the disease. The drug apparently has little effect 
on tremor but, in favorable cases, may afford some 
relief from rigidity. This relief is by no means 
complete; therapy is usually considered beneficial 
if muscle spasm is relieved by about 25%. As with 
other anti-Parkinsonian agents, there is no reliable 
criterion on which to predict responsiveness to 
caramiphen. In general, however, patients who re- 
spond well to the belladonna group of drugs will 
also show a favorable response to caramiphen. Al- 
though caramiphen appears to serve a useful pur- 
pose for the symptomatic treatment of some pa- 
tients with paralysis agitans, it should be borne in 
mind that the long-term management of this disease 
with any therapeutic agent is unsatisfactory. 

Giddiness and weakness occur frequently during 
the course of therapy with caramiphen. Other less 
frequent side-effects are chiefly atropine-like and 
include dryness of the mouth, blurring of vision, 
dizziness, faintness, and hypotension. Owing to its 
anticholinergic classification, caramiphen should be 
used cautiously, if at all, in patients with glaucoma, 
prostatic hypertrophy, urinary retention, or marked 
vegetative nervous system dysfunction. 

Dosage.—Caramiphen hydrochloride is adminis- 
tered orally. Dosage must be highly individualized 
according to therapeutic response and appearance 
of side-effects. Initial dosage should be low, and 
the increase gradual. Changes from other anti- 
Parkinsonian medication should also be gradual, 
without abrupt stoppage of the previously used 
drug. Individual doses of 12.5 mg. may be given 
five times on the first day, with daily increments 
of about 50 mg. in the total daily dose until dis- 


COUNCIL ON DRUGS 


117/2619 


agreeable side-effects begin to outweigh the bene- 
ficial effects. Maintenance doses generally range 
from 90 to 600 mg. a day, given in divided doses 
at intervals of two to three hours, throughout the 
day. 

Preparations: tablets 12.5 mg. and 50 mg. 

Geigy Pharmaceuticals, Division of Geigy Chemical Cor- 
poration, cooperated by furnishing scientific data to aid in the 
evaluation of caramiphen hydrochloride. 


Safflower Oil (Saff).—An oily liquid extracted 
from the seeds of the safflower, Carthamus tinc- 
torius. Safflower oil contains 74.5% linoleic acid 
and 6.6% saturated fatty acids. 

Actions and Uses.—Safflower oi] is a natural sub- 
stance rich in linoleic acid, an essential unsaturated 
fatty acid. When given in sufficient quantities to 
subjects with hypercholesteremia, certain unsatu- 
rated fatty acids (including those in corn oil and 
cottonseed oil) have been reported to lower serum 
cholesterol Jevels. This effect is variable and is not 
readily discernible in subjects with normal or near 
normal cholesterol levels. Safflower oil does not 
lower serum cholesterol levels to any appreciable 
extent unless it is substituted for saturated fatty 
acids already in the diet. For maximal lowering 
effects, it is necessary to achieve a certain ratio 
of food fats; this ratio should be approximately 
one part saturated fatty acid to three parts un- 
saturated fatty acids. This means that, for an ap- 
preciable effect, large amounts of unsaturated fatty 
acids such as those in safflower oil must be given 
while the intake of ordinary dietary fat is drasti- 
cally reduced. 

Safflower oil was introduced in 1957 and is pro- 
posed for clinical use in patients with hypercho- 
lesteremia with a family history of ‘heart disease, in 
patients who have suffered myocardial infarction, 
and in those displaying evidence of coronary in- 
sufficiency. The rationale for such use stems from 
the statistical relationship that is commonly sup- 
posed to exist between elevated blood cholesterol 
levels and the frequency of atherosclerosis and its 
clinical complications. The fact that there is a 
significant statistical relationship between two vari- 
ables does not prove that one causes the other. 
Nevertheless, it seems reasonable to postulate that 
sustained reduction in blood cholesterol levels, for 
which safflower oil is proposed, may be desirable. 
It remains to be shown, however, that safflower oil 
or any other cholesterol level-lowering agent has 
any effect, good or bad, in terms of the over-all 
physical status of the patient. Its clinical use must 
therefore be considered experimental. 

In contemplating the use of safflower oil, it 
should be borne in mind that the proposed daily 
dose provides about 450 calories. If taken without 
a corresponding reduction in regular dietary cal- 
orie intake, weight gain may be expected. This is 
undesirable, since obesity in itself is commonly 
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associated with elevated blood cholesterol levels. 
In faet, hypercholesteremia may often be improved 
simply by a program of weight reduction. For 
these reasons, special care should be given to the 
administration of safflower oil to obese patients. 

Except for a slight tendency to produce diar- 
rhea, safflower oil has been notably free of side- 
effects. Like other fats, it is a cholecystagogue and 
should be used cautiously in patients suffering 
from gallbladder disease. 
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Dosage.—Safflower oil is administered orally. The 
proposed daily dose is approximately 75 cc. of a 
65% emulsion given in divided doses. To have any 
effect, therapy with safflower oil must be accom- 
panied by a simultaneous reduction in the intake 
of animal fats and hydrogenated vegetable oils. 


Preparations: emulsion (oral) 65%. 
Abbott Laboratories cooperated by furnishing scientific 
data to aid in the evaluation of safflower oil. 


COUNCIL ON FOODS AND NUTRITION 


Ten fellowships for research in clinical nutrition 
have been awarded by the Nutrition Foundation, 
Inc., and the Council on Foods and Nutrition. They 
have been given in honor of Dr. Virgil P. Synden- 
stricker, recipient of the 1958 Joseph Goldberger 
award in clinical nutrition. A fellowship is granted 
to a medical student to permit him to carry on 
research in some phase of clinical nutrition during 
the nonacademic portion of the school year. Each 
grant consists of $600. Application is made by a 
senior investigator, and the fellowship is adminis- 
tered by him. The Council was impressed with the 
interest shown in these fellowships and had a diffi- 
cult time selecting 10 from the many meritorious 
applications submitted. 

This fellowship program is a part of the joint 
effort of the Nutrition Foundation, Inc., and the 
Council on Foods and Nutrition to stimulate staff 
members and students of schools of medicine to 
take a more active interest in the science of nutri- 
tion as an integral part of medical practice. 

The 1959 fellowships have been awarded for the 
following research: 

1. Niacin and niacin-containing cofactors in 
hepatic lymph. Senior investigator, L. S. Dietrich, 
Ph.D., department of biochemistry, University of 
Miami. 

2. The possible biosynthesis of vitamins A and D 
in fish. Senior investigator, James H. Jones, Ph.D., 
department of biochemistry, University of Pennsyl- 
vania. 

3. The effects of iron stores and growth on iron 


Report to the Council 


The Council has authorized publication of the following report. 


AWARD OF RESEARCH FELLOWSHIPS IN CLINICAL NUTRITION 


Pure L. Wurre, Sc.D., Secretary. 


absorption. Senior investigator, Thomas C. Chal- 
mers, M.D., department of medicine, Harvard Uni- 
versity. 

4. Vitamin supplementation and the excretion of 
urinary oxalate. Senior investigator, Hans H. Zinsser, 
M.D., department of urology, Columbia University 
College of Physicians and Surgeons. 

5. Cholesterol and carbohydrate metabolism. 
Senior investigator, W. H. Sebrell Jr., M.D.; student, 
Kenneth J. Berkes Jr., Institute of Nutrition Scien- 
ces, Columbia University School of Public Health 
and Administrative Medicine. 

6. Studies on the rate of hydrolysis (in vivo and 
in vitro) of vitamin A esters. Senior investigator, 
Edward G. High, Ph.D., biochemistry department, 
Meharry Medical College. . 

7. The determination of body density of infants 
and children and the effect of diet on body compo- 
sition. Senior investigator, Samuel J. Fomon, M.D., 
department of pediatrics, State University of Iowa. 

8. An enzymatic and metabolic study of specific 
amino acids and the effect of certain nutritional 
conditions. Senior investigator, Alton Meister, M.D., 
department of biochemistry, Tufts University. 

9. Protein and amino acid requirements of rats 
following experimental injury. Senior investigator, 
Otto W. Neuhaus, Ph.D., department of physiologi- 
cal chemistry, Wayne State University. 

10. The relationship of lipemia clearing to coro- 
nary artery disease. Senior investigator, John F. 
Mueller, M.D.; student, Robert Poe, department of 
internal medicine, University of Cincinnati. 


. 
: 
: 
+ 
> 
Mine 
= 
a 
Rye 
4 
3 
; 


Danger—Garment Bags! 
Health of Workers 
A Shoestring Clinic 
Rural Health Session 
What Is Psychotherapy? 
Rehabilitation Directory 


Credit at the Hospital 


The use of credit cards has be- 
come so widespread that at least 
one confident card holder tried to 
use his recently to pay a traffic fine. 
The fact that he failed indicates 
only that traffic courts are included 
in the diminishing minority that 
still insist on hard cash payment. 
Even hospitals, it appears, are tak- 
ing the cue. 

In Savannah, Ga., the 55-bed Tel- 
fair Hospital has instituted a credit 
card system of its own. Theirs is 
actually an improvement on the 
standard system since it not only 
establishes an immediate credit 
standing, but also relieves the pa- 
tient or his family of lengthy recital 
of social history, formerly required 
for admission. 

Here is how it works: 

Every person with a previous 
acceptable credit experience at the 
hospital is mailed a “Master Social 
Information Sheet.” When the in- 
formation is returned, a credit card 
is issued for each member of his 
family. At the time of hospitaliza- 
tion, the patient need only present 
this card to the admitting clerk. 

Upon discharge, he is free to 
leave the hospital without business 
office clearance. A _ bill for all 
charges is sent at the end of the 
month. 

Card requests from persons with- 
out past credit experience at the 
hospital follow the same procedure 
except that a full credit statement 
is obtained and the application is 
checked through the local credit 
bureau. 

Telfair Hospital believes the new 
plan not onl greatly facilitates ad- 
missions pref ischarges but builds 
good will at the same time. 


Vol. 169, No. 17 


119/2021 


Left, children risk death by suffocation when they toy with plastic material. 
Right, Dr. Paul B. Jarrett, who recognized widespread hazard after four chil- 
dren died in Phoenix. 


How One Physician Warned a Nation 


Medicine and the Press—A Case of 
Joint Effort to Sound an Alarm 
Milton Golin 


The stories his colleagues were telling to Dr. Paul B. Jarrett of Phoenix 
carried an ominously familiar ring. Four children had died in recent 
weeks—suffocation while playing. What were they playing with? The 
other physicians told him: Plastic garment bags—why do you ask? 

Because he did ask, thousands of physicians and patients across the 
land now are alerted to another of the many dangers which threaten the 
lives of children in our growingly complex society. This is what happened 
after Dr. Jarrett became curious and got his answers: 

He determined on further inquiry that a number of laundry and dry 
cleaning establishments in the Phoenix area—like places elsewhere in the 
United States—in recent months had been substituting thin plastic bags 
for the paper sacks previously used for finished garments. He also learned 
that some parents were tossing the plastic to their children as “toys” after 
removing the cleaned clothing. Often the happy youngster, quite natu- 
rally, would place the bag over his head. Dr. Jarrett is reasonably certain 
that is what happened to the four children who suffocated in his city. 
Listen to his version of what probably ensued: 

“An electrostatic charge may have been generated by friction from 
handling. The youngster, in peering through this material, is apt to have 
it literally grab him through electrical attraction to his face. If this hap- 
pens only the prompt intervention of an adult will prevent tragedy. This 
dangerous material won’t tear when a child fights it. Dizziness, inability 
to think, spasms of muscles occur with more and more rapid breathing. 
Vomiting with inhalation of undigested food puts a finish to this terrible 
tragedy.” 

Time for Alert 

Now came the time for alert. Dr. Jarrett, conferring with fellow of- 
ficials of the Maricopa County Medical Society (he is chairman of the 
safety committee and is credited with bringing about installation of seat 
belts in all state highway patrol cars and in many private autos in 
Arizona), helped draft a warning bulletin. He sent a copy to the Arizona 
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Republic, a newspaper whose editorial staff im- 
mediately recognized a public service duty inherent 
in the news itself. A news photographer posed a 
picture of a boy hooded by a plastic bag, to further 
illustrate the hazard. | 

At the same time, the county medical society early 
this year notified Bernard J. Conley, Ph.D., secretary 
of the A. M. A. Committee on Toxicology, which for 
years has been sounding the alarm of child-poison- 
ing dangers lurking in many innocent-appearing 
household chemicals (see box and also Medicine at 
Work, Tue Journat, Jan. 12, 1957). Dr. Conley, in 
turn, saw an urgent need to broadcast the notice. 

Citing the situation in Phoenix and quoting from 
the newspaper report, he sent letters to Metropoli- 
tan health departments, poison control centers, and 
other interested groups and individuals in scattered 
parts of the country. The reaction was immediate. 
In New York City, the assistant health commissioner, 
Dr. Harold Jacobziner, helped prepare a technical 
notice entitled, “Infants Dying from Suffocation by 
Plastic Material,” and it was distributed to all 
poison control centers, maternal and child staffs, and 
superintendents of hospitals in that metropolitan 
area. Chicago’s health commissioner, Dr. Herman 
N. Bundesen, last month took similar action. And in 
other communities, large and small, the danger was 
made known, always with the cooperation of local 
newspapers. At last report, the National Safety 
Council was preparing to publish an alert in its 
Home Safety Review. 


Lives Saved 


There is no way of determining how many young 
lives will be saved because of one physician alerting 
many—and because of newsmen then carrying the 
word to millions. That young lives were and will be 
saved cannot be doubted, however—just as death 
is being averted in similarly immeasurable medicine- 
press efforts involving abandoned ice boxes, im- 
ported highball stirrers containing toxic beans, and 
poison-laden Christmas ornaments. In those efforts, 
too, starring public service roles have been played 
by individual physicians and individual newsmen, 
by medical societies at all levels, and by newspapers 
in all ranges of circulation. 

Meanwhile, Dr. Jarrett, the Phoenix surgeon who 
helped sound the early alarm, feels it cannot be re- 
peated too often. He says: “Such a horrible combina- 
tion as a child playing with a venomous reptile 


Chairman of the A. M. A. Committee on Toxicology 
is Dr. Torald H. Sollmann of Cleveland Heights, Ohio. 
Other members are Drs. Harvey B. Haag of Richmond, 
Va.; Irvin Kerlan of Washington, D. C.; Jay M. Arena 
of Durham, N. C.; Arnold J. Lehman of Washington, 
D. C.; Edward Press of New York City; Mr. Justus C. 
Ward of Washington, D. C.; and Mr. Jerome Trichter 
of New York City. Bernard E. Conley, Ph.D., of Chi- 
cago, is Staff Secretary. 
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Stuff That Poisons 


A recent compilation of newspaper clippings 
which cover the period of 1955 through 1958 
shows that 707 persons died in the United States 
as the result of accidental poisoning. The A. M. A. 
Committee on Toxicology, which collects such 
news items, reports that poisoning from internal 
medications dominates the pattern of nonfatal in- 
jury. Next in frequency are cases due to insecti- 
cides and rodenticides—followed by household 
chemical agents, industrial and other solvents, and 
miscellaneous products such as cosmetics. Recent- 
ly, the Committee secretary met with representa- 
tives of the National Safety Council and the Na- 
tional Association of Poison Control Centers to 
consider a public educational campaign on the 
prevention of accidental poisoning. 


would not result in death as quickly as suffocation 
by the plastic film which clings . . . with diabolical 
tenacity. These deaths are the result of carelessness. 
They could have been prevented. Through knowl- 
edge they will be prevented in the future.” 


School Sports May Be Healthful, 
But They Are Not Health Education 


The academic tendency to make health educa- 
tion a stepchild in the curriculum has become 
commonplace in some public schools. 

It was with this in mind that the Joint Committee 
on Health Problems in Education recently called 
for a re-emphasis on health teaching. The Joint 
Committee—which unites the American Medical 
Association, and the National Education Association 
in common cause—did not ignore physical educa- 
tion; in fact another of the group’s resolutions called 
attention to opportunities in this field. But members 
did take pains to point out that health courses de- 
serve consideration on their own. 

This resolution on health teaching, approved at 
the Joint Committee’s meeting in Chicago last 
month, calls on educators to employ teachers 
qualified in this field, and to allow them adequate 
class time to develop a comprehensive program. 
Adequate class time is defined as one period a day 
for one year in both junior and senior high schools. 

Other Joint Committee resolutions call for in- 
creased physician interest in the health and health 
education problems of schools, special attention to 
health challenges generated by the use of school 
buses, and control of the hazards inherent in the 
use of carbon tetrachloride in science classes. 

Much of the Joint Committee’s three-day session 
was spent in editing its publications, a common 
group activity. Less common was its appointment 
of a subcommittee to plan a 1961 ceremony to cele- 
brate the Joint Committee’s own birthday—its 50th. 
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When 64 Health Groups Foster 
The Well-Being of Workers 


Medical societies, through meeting periodically 
in factories, can promote occupational medicine. 

Consumers foot the bill when a company neglects 
employee health. 

We are entering the atomic age without having 
solved all the health problems of the machine age. 

Farming is more hazardous than any other sin- 
gle occupation. 


Those sample points were brought out in Chi- 
cago last month for more than 500 representatives 
of government, labor, management, and medicine 
who attended a three-day forum sponsored by the 
National Health Council. The conference on “The 
Health of People Who Work,” was under the chair- 
manship of Dr. James H. Sterner, medical director 
of the Eastman Kodak Company and a member of 
the A. M. A. Council on Industrial Health. The 
A. M. A. is one of 64 sponsoring agencies of the 
National Health Council. Following are selected 
quotes from participants in formal presentations, 
panel discussions and informal news conferences: 


The medical society should foster education in the 
general area of occupational health during the under- 
graduate medical school years, since every physician 
will be called on to administer to the industrial worker 
at one time or another. 

—Dr. Kieffer Davis, medical director, 
Phillips Petroleum Company 


The doctor needs from management adequate as- 
sistance and support to permit him to spend much more 
time in evaluating and improving the work environment 
than in sewing up fingers and dispensing pills. 

—Dwight J. Thompson, executive vice- 
president, Champion Paper and Fibre 
Company 


I would estimate that 90% of the health problems in 
industry are not occupationally-oriented, and that half 
of these are either emotional or have emotional over- 


tones. —Dr. David Goldstein, medical director, 
New York Times 


An industrial worker does not pick up his heart or his 
lungs or his body at the factory gate when he checks in. 
Nor does he leave them there when he checks out. 
Industrial health is tied up with home health. 

—A. J. Hayes, president, International 
Association of Machinists 


Why is freedom of choice of physician important? 
Because it aligns the inherent drive of the doctor to 
succeed in his profession with the best interests of the 
patient and therefore the public. Common sense tells us 
that the physician’s dedication to high professional 
standards will be reinforced by enlightened self-interest. 

—E. J. Faulkner, president, Woodman 
Accident and Life Company 


121/2023 


Even with elaborate and early preparation, many who 
reach 65 become the lost generation when they are 
forced to retire. It is important to retire to something. 
To make a messenger boy out of a college president is 
to promote mental and physical deterioration. 

—Dr. Frederick C. Swartz, chairman, 
A. M. A. Committee on Aging 


The vast number of organizations for health need to 
be seen not only in relation to their individual purposes, 
needs and values, but also as they relate to other health 
organizations and to the cultural, economic, political 
and scientific environment. 

—Ruth B. Freeman, Ed. D., incoming 
president, National Health Council 


Dr. Freeman announced that next year’s Forum 
will deal with “Health of Older People,” under the 
chairmanship of Dr. Edward Bortz, former A. M. A. 
president and now a consultant to the Committee 
on Aging. That topic is as far-reaching, she noted, 
as this year’s, which President Eisenhower described 
as follows in a telegram read at the opening Forum 
session on March 17: 

“The Health of the People Who Work’ repre- 
sents a challenge directly related to technologic 
progress in preventive health measures. It involves 
the well-being and productivity of almost 70 mil- 
lion workers. This is a challenge which can be met 
only by the combined efforts of management and 
labor, the health professions, government, private 
and voluntary health agencies, and civic and com- 
munity groups.” 


Exams for Executives 


Opinions that executives are more subject to 
unusual stresses and strains because of the posi- 
tions they hold were critically evaluated at the 
most recent meeting of the A. M. A. Committee 
on Medical Care for Industrial Workers. 

Members suggested that a 1957 A. M. A. policy 
statement on health examinations was just as ap- 
plicable to executives as to other employees. They 
also felt that the examinations should be done 
locally to encourage continuity of care and follow- 
up. Committee members, citing observation and 
study, expressed the opinion that executives are 
not subject to any more stress and strain than 
other employees, but suggested that further ex- 
ploration of such examinations, under adequate 
statistical control, might provide more reliable 
conclusions. 

The Committee on Medical Care for Industrial 
Workers operates jointly under two Councils. 
Its report was discussed by the Council on Indus- 
trial Health last month and will be reviewed by 
the Council on Medical Service on May 2. 
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Immunization and Screening— 
Who, When, and for What? 


What an occupational health program ought to 
do and how it ought to do it was suggested by the 
A. M. A. House of Delegates in a policy statement 
issued in 1957 (THe Journar, July 6, 1957). But 
like all general documents, it dwelt on broad princi- 
ples rather than specific judgments. 

In an effort to shed light on some special problem 
areas that have become apparent, members of the 
A. M. A. Council on Industrial Health recently dis- 
cussed proposed guide lines for industrial immuniza- 
tion programs and multiphasic screening examina- 
tions. The Council met in Cincinnati on Feb. 14 
and 15 prior to the 19th annual Congress on In- 
dustrial Health. 

In discussing a proposed guide for immunization, 
the Council pondered three major questions: 

—Should an employer provide the protection for 
employees who, by reason of their occupation or 
job assignment, may be exposed to significant haz- 
ards against which immunization procedures are 
available? 

—Should an employer provide these procedures in 
the face of an impending epidemic which threatens 
to disable so large a proportion of his employees as 
to interfere materially with operations, and against 
which immunization would not or could not be 
applied by community health resources in a short 
enough period of time to afford optimum protec- 
tion? 

—May an employer participate in community- 
wide immunization programs at the request of, and 
in cooperation with a local medical society and 
community health agencies? 

On the matter of multiphasic screening examina- 
tions (relating to a battery of tests ), especially those 
in which mobile laboratory units are used, com- 
mittee members expressed the opinion that such 
screening, in selected instances, might be worthy of 
future trial if carefully conducted and confined to a 
relatively few, simple tests—such as_ urinalysis, 
hemoglobin level determination, differential blood 
cell count, and chest x-ray, according to the needs 
of the particular situation. 

They felt that if such screening is related to the 
occupational environment, it should be considered 
to come within the scope, objectives, and functions 
of the occupational health programs, as set forth in 
the official A. M. A. statement. These same com- 
mittee members also expressed the opinion that 
multiphasic screening should include provision for 
a follow-up program, that the tests should be per- 
formed by qualified personnel, and that the inter- 
pretation should be made by the individual’s per- 
sonal physician. 


J.A.M.A., April 25, 1959 


Members and staff of A. M. A. Council on Industrial 
Health meet in Cincinnati. 


Rehabilitation Directory—New 
Instrument for the Physician 


A patient recovering from severe illness or dis- 
ability often needs more than continuing medical 
aid to resume his place in society. But how can 
physicians guide him to other agencies to meet 
his need for social service, vocational counseling, 
or job placement? 

Feeling that this is an area in which state and 
county medical societies can be of help to their 
members, the A. M.A. Committee on Rehabilita- 
tion, meeting last month in New Orleans, approved 
a booklet that tells “how to do it.” Called “Medi- 
cine’s Back to Work Plan,” the pamphlet is based 
on recommendations, made last December by the 
House of Delegates, which urges state associations 
to form committees on rehabilitation. 

The purpose of these committees would be to 
review state-wide rehabilitation programs and to 
establish liaison with other groups interested in 
the problems of the disabled and handicapped. The 
House also recommended that state associations 
urge county societies to survey the rehabilitation 
facilities available in their areas. 

Such surveys could be used, the booklet states, 
to develop informative rehabilitation services direc- 
tories. Designed for the use of physicians and others 
interested in the challenges of rehabilitation, such 
directories should list hospitals, nursing homes, 
nursing agencies, rehabilitation centers, training 
schools, sheltered workshops, and social and family 
service agencies. A sample survey form and sug- 
gestions for the preparation of a local directory 
are included in the booklet, which states: 

“More than two million disabled persons in the 
U.S. today could be restored to useful jobs—if 
shown proper guidance and care, taking into con- 
sideration the abilities they still have, and their 
physical limitations.” 
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Keeping Them Healthy 
Down on the Farm 


Hampered, but not defeated, by a late winter 
blizzard that boomed across the plains, nearly 600 
rural residents from several Midwest states gathered 
in Wichita, Kan., last month for the 14th National 
Conference sponsored by the A. M. A. Council on 
Rural Health. They joined physicians, nurses, teach- 
ers, editors, extension workers, and dentists in 
discussions of such challenges as mental health, 
the cost of medical care, animal diseases that affect 
humans, and health education. 

“How you feel about other people is one aspect 
of mental health,” said Dr. Alonzo Peeke, a general 
practitioner from Volga, S. D. “It’s also how you 
get along with yourself, and how you are able to 
meet the demands of life. It’s far more than just 
the absence of mental illness.” 

Dr. Prescott W. Thompson cautioned his au- 
dience that facilities for the care of mental patients 
must be “hospitals” in every sense of the word. 
Dr. Thompson, who is director of outpatient service 
for the Menninger Clinic, said: “To the lay public, 
the mental hospital is the most visible evidence of 
what psychiatry is and what it has to offer. These 
hospitals must shed any resemblance to the old 
asylums with their gloomy exteriors, and their 
hopeless interiors.” 

Dr. Thompson believes that such rejuvenation is 
important for two reasons: The patient and his 
family must view the mental hospital as a treat- 
ment center—a place in which to get well; and a 
good mental hospital is the best means by which to 
recruit medical students and others into psychiatry 
and its related disciplines. 

In discussing the cost of modern medical care, 
Dr. Conrad Barnes of Seneca, Kan., said: “Increases 
are mostly in the fields of drugs and hospitalization, 
and are certainly justifiable in the light of modern 
medical care.” He noted that while modern drugs 
and hospital techniques may be expensive when 
compared with those of “grandfather's day,” they 
actually constitute an economy in getting patients 
well faster and better. “Consider the reduction in 
communication time between major cities from 
days to seconds,” Dr. Barnes said. “It was done 
only at a tremendous cost, but who would say the 
new service was not worth it; who would want to 
go back to the ‘good old days’?” 

Control of disease in animals, Dr. Martin P. Hines 
told the conferees, is an area in which enlightened 
rural groups cooperating with veterinarians, phy- 
sicians, and public health workers have made 
dramatic progress. Dr. Hines is the chief of the 
Veterinary Public Health section of the North 
Carolina State Board of Health and a member of 
the Council’s advisory committee. He noted that 
effective campaigns have been waged against Texas 
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fever, bovine tuberculosis, and brucellosis. He 
warned, however, that other diseases have appeared 
to take their place. Leptospirosis is one; Q fever 
is another. 

Despite the apparent success of modern agri- 
cultural methods, Dr. Hines pointed out that 10% 
of all farm animals died last year from diseases or 
parasites. “Mastitis alone,” he said, “causes an 
annual 5% loss in milk production.” 

In addition, many animal diseases are secondarily 
transmissible to man. Such zoonoses now number 
more than one hundred. He said: “Among the 
difficulties contributing to the control of animal 
diseases are: the poor understanding of the ecology 
of man, animals, and birds; faulty diagnosis and 
reporting systems, and the fact that rural dwellers 
often feel they must live with many of these 
diseases.” 

Calling for a “temporary partnership between 


One Woman's Opinion 


“Take the tractor, boys, and pull old Doc 
Schneider out of that mudhole.” The fact that her 
physician-husband was fresh out of internship 
made the terminology incongruous, but to Mrs. 
Kenneth Schneider of Brown County, Indiana, it 
also meant that she and her husband had been 
accepted by the rural community in which they 
had chosen to settle. 

Some of the trials of their rural practice were 
told by Mrs. Schneider to those who attended last 
month’s A. M. A. Conference on Rural Health, 
but the diminutive housewife and former nurse 
left her audience with no doubts about the country 
being a good place to live. 

Mrs. Schneider told how she and her husband, 
both city reared, took the first plunge into prac- 
tice in a town of 526 people in partnership with 
another married physician. Their first office (where 
she served as nurse) was in a makeshift space 
above an appliance store, and both couples lived 
in the same 50-year-old building. Today, they 
have a modern clinic, and Dr. and Mrs. Schneider 
live in a home built on an acre of rolling, wooded 
ground four blocks away. She says: 

“Kenny does all those things many think a 
family doctor no longer does—performing minor 
surgery, setting fractures, prescribing medicine, 
delivering babies, making home calls, and acting 
as family confessor. The partnership assures us 
that patients will alweys be taken care of, and he 
still has time to spend with his family.” 

Romance sometimes became enmeshed with 
medicine in those first days. Mrs. Schneider re- 
called one time when she had gone with her hus- 
band on a night call, and he put his arm around 
her as they rode home in the moonlight. “Honey,” 
he said as she waited expectantly, “did you notice 
that patient’s hyperactive reflexes?” 


j 
: 
: 
ate 7 
ad 
mote 
: 


x € wy 
; 

4 


124/2026 


Audience as well as program speakers air their views on 
multiple challenges of rural health at A. M. A.-sponsored 
National Conference in Wichita. 


patient and physician during treatment,” Dr. F. S. 
Crockett, chairman of the A. M. A. Council on Rural 
Health, said such an arrangement was vital to 
health. “The doctor examines, diagnoses, and pre- 
scribes,” he said, “but it is the patient who must 
follow directions, and do what he can to get well 
and stay well.” 


J.A.M.A., April 25, 1959 


Health Versus Patronage 
In Youngstown, Ohio 


It took more than 14 years, but the Mahoning 
County Medical Society—with the help of dentists, 
druggists, veterinarians, and members of other 
health groups—finally has won its battle to get a 
full-time physician health commissioner for the 
170,000 residents of Youngstown, Ohio. The story 
is another example of physicians working with 
others to solve a community problem (see Medi- 
cine At Work, THe JournaL, March 16, 1957). 

The concerted effort that succeeded in amend- 
ing the city’s charter to call for a professional 
health officer began in early 1957 when the society's 
new president, Dr. Stephen Ondash, persuaded the 
group to take it on as a project. Even this was no 
simple matter since the society had tried repeated- 
ly to persuade the city council to put such an 
amendment on the ballot for a referendum, and for 
14 years the efforts had failed. The chief reason 


decides on those that are uppermost. 


lar challenges. 


facilities for the aged. 


garbage disposal. 


Workshops Help Kansans Solve Their Own Health Problems 


Participants at one session of the recent A. M. A. National Conference on Rural Health became citi- 
zens of an imaginary town called America. The purpose of the transformation was to show how com- 
munity workshops are being used to help solve the health problems of many Kansas communities. 

Such workshops are sponsored by the state medical association and its county societies and are 
guided by Dr. V. E. Wilson, assistant dean of the University of Kansas School of Medicine, and Mr. 
Oliver E. Ebel, executive secretary of the Kansas Medical Society. At the request of any Kansas 
community, they recruit a team of resource people—physicians, public health workers, educators, 
clergymen, engineers, and sociologists—to staff a meeting of the town’s residents. 

No attempt is made by the visitors to either identify the community’s major health problems nor to 
volunteer possible remedies. Instead, the moderator asks individual residents to state their commu- 
nity’s problems. In explaining the method to his Conference audience, Mr. Ebel said that such an ap- 
proach usually elicits many difficulties the town is experiencing, and that the audience itself soon 


Having succeeded in identifying the problems, the moderator then asks members of the audience 
to suggest possible solutions. “Usually,” Mr. Ebel told his listeners, “once the meeting has reached 
this stage, all it needs is guidance.” Those who have attended as resource persons offer information 
only when asked and confine their remarks to relating the experiences of other communities with simi- 


Even those attending the Rural Health Conference, in their capacities as residents of the fictional 
town of America, found a good many things to be concerned about. The afternoon session gener- 
ated considerable discussion about the length of time children must spend on school buses, the lack 
of physical examination requirements for school children, the travel required to see a dentist, and 


In actual practice, Mr. Ebel said, these meetings may vary in length from one to three days and 
occasionally take some surprising turns. One gathering became so interested in the construction of 
hospital facilities that an expert in this field, missing from the resource panel on the first day, was 
alerted and arrived by plane in time for the second day’s session. In another, enthusiastic citizens 
enticed members of the town’s council into the hall for a full scale airing of a community sore point: 
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was that the new position required a civil service 
rating, and politicians of both parties preferred 
to see it remain an appointive patronage plum. 

A Public Health Committee headed by Dr. John J. 
McDonough first approached the city council with 
a request that the charter change be submitted to 
the voters. Expecting a refusal, it also went ahead 
with preparations for a widespread petitioning. 
The councilmen did refuse, and so the committee 
mounted a massive two-fold campaign—first to ac- 
quire the thousands of signatures necessary to force 
a referendum, and second to educate the citizens 
of Youngstown to the desirability of the charter 
revision. 

Petitions were sent to every physician, dentist, 
chiropodist, and druggist in the city. Next went 
weekly letters reminding them of the importance 
of the effort. Their secretaries were spurred in their 
efforts to collect signatures by the offer of three 
cash prizes for the most successful, and members 
of the woman’s auxiliary checked on the progress 
of their husband’s petitions. When the time came 
to file, the committee found its petitions had 13,000 
signatures, more than the required percentage to 
get the question on the ballot. 

Then began the second stage of the campaign— 
to convince Youngstowners that they ought to vote 
for the charter amendment. With the aid of an ad- 
vertising agency, a brochure was prepared explain- 
ing the value of a qualified health commissioner. 
A copy was mailed to every city residence, and 
other copies were displayed by doctors, dentists, 
pharmacists, veterinarians, and hotel keepers. Ad- 
vertisements were placed in newspapers, and on 
radio and television. And above all, speeches were 
made. “I spoke publicly on the subject more than 
30 times myself,” said Dr. McDonough. 

Voters saw the value of the amendment and 
passed it by a substantial majority last November. 

For a time thereafter, it appeared that getting 
the charter revised might have been less of a task 
than finding a physician to fill the position it had 
created. The supply of doctors interested in pub- 
lic health did not begin to meet the demand. 

Then, entirely unsolicited, Dr. Leonard A. Blum 
appeared. After 24 years of private practice in 
Niles, Ohio, he left to obtain a master’s degree in 
public health. Having done so, he sought to re- 
turn to his birthplace—Youngstown. On invitation, 
he met with the new board of health, and was 
hired. 

Youngstown now has its first full-time, qualified 
health commissioner. 
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Shoestrings, Lions, and Doctors 


Combining Salesmanship with Public 
Service in Quest for Better Health 


Thanks to a handful of matchbooks and three 
scraggly shoelaces, medical service is available 
today in the little town of Ariton, Alabama (popula- 
tion 750). There’s more to it, of course—such as 
people, perseverance, and pride in community. Also 
involved is an all but fantastic new twist on the old 
story about selling refrigerators to Eskimos. 

The Ariton story began a half dozen years ago but 
is being reenacted in variation of theme throughout 
rural America—wherever and whenever commu- 
nities and physicians need to be brought together 
(see Medicine at Work, THe Journa., Sept. 29, 
1956; Oct. 11, 1958; and Feb. 21, 1959). How did 
Ariton stop being a doctorless town? It was like 
this: 

At a meeting one autumn evening, the local Lions 
Club decided it was high time to raise money to 
build a medical office. So they held a contest right 
then and there. Matchbooks were passed out and 
each member was asked to give an impromptu sales 
talk on the product or company imprinted on the 
cover. The three presentations adjudged best were 
delivered by E. L. Fralish, Kyser Wilson, and D. B. 
Richardson. Their prize was one shoelace apiece— 
with the mission of parlaying these stringy items 
into an initial campaign fund. One was sold for $1 


Placement Straws in the Wind 


What is the current status of doctor demand 
and supply? While not complete, some indication 
may be found in the following recent reports 
from the A. M. A. Physicians Placement Service: 

—Industrial relations department representatives 
for defense project construction firms in Green- 
land, for the DEW (distant early warning) line 
in Canada, and for an electronics and missile 
firm in the U. S. are looking for medical directors 
at salaries of up to $25,000. 

—Correspondence and observation in the past 
year indicate that a number of highly trained 
young surgeons are being forced into “quasi gen- 
eral practice,” possibly because of a saturation 
of the specialty of surgery. The reason and extent 
of this condition cannot be determined for certain 
at this time; however, distribution studies, by 
specialty, are now under way. 

—Liaison with the A. M. A. Council on Medical 
Education and Hospitals now is being refined so 
that medical schools and physicians with aca- 
demic positions in mind may be brought together 
through the placement office, which functions un- 
der the Council on Medical Service. 
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and the money bought more laces, which then were 
sold for amounts ranging from a dime to a dollar. 
Within weeks, the “Shoestring Committee,” with the 
help of merchants contributing other goods for sale, 
had a $300 kitty—plus a lot donated by the town for 
a medical office site. 

Now came the supersalesmanship. Lions Club 
members decided to hold an auction unlike any 
other ever conducted anywhere. Townspeople 
would be invited to “bid” for the right to finance 
unseen assets of the unbuilt clinic building. This 
novel idea captured the imagination of Ariton—and 
it worked. Bidding $100, one citizen won over his 
neighbors for the “privilege” of giving and installing 
windows of the clinic. Another $100 offer entitled 
the bidder to dig necessary ditches for construction. 
A third $100 bid included the privilege of drawing 
up blueprints of the building. Other offers brought 
both money and materials for naming the clinic and 
installing a water fountain outside (see photo). 

“It was the screwiest auction I ever attended,” 
said one Lion, “but it sure caught on. Everybody, it 


View of the medical office “built on a shoestring” in Ariton, 
Ala. Note, at lower right, water fountain, which was installed 
by a townsman who outbid his neighbors for the privilege 
of “sponsoring” it. 


seemed, was scrambling for the right to give money 
and be identified with the project in some special 
way. We soon had a seven-room clinic.” 

Lions Club members then began seeking a doctor 
to occupy it. One physician moved in after the 
A. M. A. Physicians Placement Service and the 
Medical Association of the State of Alabama went 
into action. But last year he moved away for health 
reasons and because the office was too far from his 
home. So again medical association help was sought 
—and last fall the townspeople turned out to wel- 
come Dr. George M. Malouf, a graduate of the 
University of Vermont College of Medicine. 

His may be the only medical practice in the na- 
tion that had its start, literally, on a shoestring. 


J.A.M.A., April 25, 1959 


When Lions Roar 


Lions Clubs in many parts of the country have 
taken the initiative (along with Ariton; see story) 
to improve medical service. Because their activity 
has brought physicians to so many doctorless 
towns, closer liaison now is being established be- 
tween Lions International and the A. M. A. 
Physicians Placement Service. Following are ex- 
cerpts from letters to the placement office from 
local Lions Clubs: 

“Our Lions Club has for its major project this 
year the procuring of a country doctor for our 
community. We have already procured.a lot and 
we anticipate no trouble at all in financing the 
project as the public is very enthusiastic...” 
(Kentucky ) 

“Our Lions Club is greatly concerned about 
the medical services and facilities available to the 
people and industries of our community...” 
(Pennsylvania ) 

“Thanks to your placement service, we were 
able to secure a full time resident doctor, to take 
charge of our new Lions Club Medical Cen- 
ter...” (Indiana) 

Replies to almost all such inquiries refer to 
the appropriate state medical society and include 
two A. M. A. booklets, “A Doctor in Your Com- 
munity” and “Community Efforts Provide Medical 
Facilities.” In addition, Miss Dorris Webb, the 
staff assistant at A. M. A. headquarters in Chi- 
cago, may suggest that the Lions Club obtain the 
free loan (through its local medical society from 
the A. M. A. film library) of a 28-minute color 
movie, “A Citizen Participates.” It tells of a girl, 
ill in a Kansas town where there is no physician, 
and how members of a fraternal group go about 
bringing in a resident physician. 

So far, reports Miss Webb, none of the Lions 
Clubs which showed the film have let out a peep 
about the fraternal group involved. It is Kiwanis, 
which helped make the movie in its own con- 
tinuing efforts to improve medical service in 
communities. 


Medical Electronics— 
The Fruitful Marriage 


The patient is placed in position, the technician 
makes minor adjustments to his equipment, and 
then steps behind his shielding screen. . . . 

When he sets his timing switch, the x-ray tech- 
nician will be bringing into play the results of 
more than a half-century of cooperative effort be- 
tween physicians and engineers that has resulted 
not only in highly refined a devices, but 
a host of other electronic marvels (see Medicine 
at Work, THe JournaL, March 21, 1959). 

The debt that medicine owes to ss en- 
gineering was cheerfully acknowledged this month 
by Dr. Gunnar Gundersen, A. M. A. President. 
Writing in Electrical Engineering on the occasion 
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of the 75th anniversary of the American Institute 
of Electrical Engineers, he stated: “The progress 
of science and medicine over the last century has 
been hand-in-hand, each benefiting from the oth- 
er’s discoveries and developments, and ultimately 
helping mankind.” 

Dr. Gundersen wrote that modern x-ray units 
not only provide better and more discriminatory 
diagnostic help than earlier ones, but also decrease 
the amount of radiation the patient receives. 


Some Views of Lawyers on 
The Physician as a Witness 


Attorneys are as interested as physicians in im- 
proving interprofessional relations, judging by let- 
ters accompanying early returns to a questionnaire 
being used by the A. M. A. Law Division. In addi- 
tion to filling out the four-page form, a number of 
lawyers spoke their minds on matters of mutual 
interest to both professions: 


On Doctor-Lawyer Rapport— 

“A doctor in general practice is usually not fa- 
miliar with court trials and is somewhat handi- 
capped in that he has to be taught how to handle 
himself in the trial of a case. . . . Some type of 
course should be taught at medical schools—if it is 
not already—to give some actual experience in 
testifying in a mock trial.” 


On Legal Theory— 

“The essence of the American system of juris- 
prudence is the adversary character of the proceed- 
ings. A system under which—through vigorous 
contest—we seek to arrive at the truth. Lawyers 
accept this as a matter of course . . . yet the phy- 
sician accepts the critical analysis of his testimony 
as a personal affront.” 


On Fees— 

“With a large number of doctors, the attitude 
seems to be that they are doing an attorney a favor 
to appear in his case. From the defendant's stand- 
point, this is not true. Insurance companies are 
willing and do pay whatever reasonable fee is 
charged, and the doctors in turn should be willing 
to devote such time as is necessary to the proper 
presentation of the case.” 


On Differing Points of View— 

“The physician’s skills and training are oriented 
to minimizing the residual disability after the pa- 
tient has had the maximum benefits of treatment. 
The plaintiffs attorney, in the role of advocate, 
must maximize the injury so that in our adversary 
system of justice the client’s best possible case is 
made out. It is the duty of the defense to minimize 
the damage, so consequently the physician and the 
defense normally have common objectives.” 
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Doctor Meets Attorney 


Medicine and Law—Common Goals 
But Few Pat Answers to Problems 


American jurisprudence is based on the adver- 
sary system—a partisan contest in which discovery 
of the truth is expected to result from the pleadings 
of opposing points of view. This same system was 
applied at a Washington conference last month 
when nearly 500 attorneys and physicians met to 
hear two-sided discussions of subjects in which 
medicine and the law have common interests. 

Topic selection was varied, ranging from a sober 
evaluation of narcotics addiction to a humorous 
account of the presumed woes of a medical witness 
undergoing cross examination. The Washington 
session was the first of three similar regional meet- 
ings sponsored by the A. M. A. Law Division. Two 
more were scheduled for early this month in Cleve- 
land and Salt Lake City. 

Physicians who dread the thought of appearing as 
a medical witness through fear generated by tales 
of “ruinous” cross examination can relax, according 
to Irving Goldstein, professorial lecturer in trial 
technique of Northwestern University Law School. 
“I searched the entire country for documented 
examples of such technique to be included in a 
legal text,” he said, “and I ended up with only five 
that were usable. A typically devastating question 
was ‘Have you ever made a mistake, doctor?’ ” 

Noting that law students are advised never to 
cross examine an expert in his own field, Goldstein 
said: “A physician who goes into court prepared to 
tell the truth, and who does not exaggerate his 
background and experience has nothing to fear.” 
He warned, however, that the opposition will prob- 
ably be well prepared on the medical subject in 
point and that the physician should review his own 
records, x-rays, and the medical literature prior to 
his appearance. 


Impartial or Infallible? 


Impartial medical testimony—that provided by an 
expert chosen by medical societies and appointed by 
the court—is another area in which the conference 
audience heard differing points of view. 

G. C. A. Anderson, a former president of the 
Maryland State Bar Association, said impartial 
medical panels are the result of numerous cases in 
which conflicting medical testimony was presented 
by physicians “selected not for their medical quali- 
fications or objectivity, but principally for their 
personality, manner of testifying, and jury appeal.” 

Metropolitan New York uses a rotating panel of 
expert witnesses available for call by the court to 
make pretrial examinations in matters of medical 
dispute. In Baltimore, a somewhat different plan is 
in effect. There the names of three experts are sub- 
mitted to the parties in contest and they are asked 


ME 
x 
me 
; 
i 
: 
- 
® 


Drugs and Doctors 


What is the physician’s legal position if he pre- 
scribes narcotics for a patient who is an addict? 

Federal law—and that of most states—limits the 
dispensing of narcotics by a physician to that done 
“in good faith and in the course of professional 
practice only.” The catch comes in defining the 
phrase. 

In 1922, the U. S. Supreme Court upheld an in- 
dictment alleging that a physician gave an addict 
prescriptions for 150 grains of heroin, 360 grains of 
morphine, and 210 grains of cocaine for use over a 
period of several days. 

Then in 1925, the court reversed the conviction 
of a physician who had been charged under an in- 
dictment involving “four small tablets of morphine 
or cocaine.” 

In neither case was it alleged that the defendants 
failed to prescribe in the course of good profes- 
sional practice. 

The Joint A. M. A.-A. B. A. Narcotics Commit- 
tee report of 1958 states: “There must be a new 
determination of the limits of good medical practice 
in the treatment of drug addiction, and an objective 
inquiry into the question whether existing enforce- 
ment policies, as well as existing laws, have unduly 
or improperly interfered with good medical prac- 
tice in this area.” 


to agree on one. If they cannot, the court makes the 
choice. 

The trouble with all such plans, argued attorney 
Elwood S. Levy of Philadelphia, is that they “pre- 
suppose that medicine is an exact science.” He said: 
“No fair-minded man can deny that in a substan- 
tial number of cases equally competent and equally 
honest physicians can and do disagree . . . It seems 
obvious that to label a doctor as impartial does not 
for a moment mean that he is right. . . . [Yet] by 
designating a medical witness as court appointed 
and impartial, the court has in effect cloaked him 
with the robe of infallibility and imports that his 
conclusions are more worthy of acceptance than 
those of his medical bretheren who have not been 
thus distinguished.” 


Rule of Sympathy 


The extension of the legal doctrine of res ipsa 
loquitur (“the thing speaks for itself”) was character- 
ized by R. Crawford Morris of Cleveland as “the 
rule of sympathy.” The fallacy in extending the 
application of this rule, he said, is that when a bad 
result follows an operation it is presumed that the 
reason for the bad result must be some negligence 
on the part of the surgeon. 

Standard legal philosophy is that he who affirms 
must prove, but the extension of res ipsa loquitur in 
malpractice cases, Mr. Morris argued, “hurls the 
doctor into the lion’s den.” He said: “It makes the 
physician an insurer of perfect results, and deprives 
him of his right to have his conduct judged by other 
physicians fully aware of the facts he faced at the 
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moment of his decision.” 

This view was disputed by Hugh Head Jr., an 
Atlanta attorney, who said the rule had been in- 
voked in such obvious cases as that in which the 
surgeon operated on the wrong patient, where the 
patient was given 10 times the proper amount of 
anesthetic, and where an electric needle being used 
to remove skin growths had set fire to alcohol used 
as an antiseptic. The physician, in effect, he said, 
contracts to do his work well and is held liable only 
when he has broken his faith. 

Both Morris and Head agreed that the reluctance 
of physicians to testify against their peers had made 
the courts tend to sympathize with plaintiffs. “Doc- 
tors must realize,” Mr. Morris said, “that they can- 
not have their cake and eat it too. If they refuse to 
testify, courts will provide other means of redress.” 


Enforcement or Education 


In the discussion of narcotic addiction, Alfred 
Tennyson, chief counsel for the U. S. Bureau of 
Narcotics, voiced the Bureau’s long-held belief that 
strict enforcement of laws against the sale or pur- 
chase of narcotics for other than medical or scientific 
use was the best way to meet the problem. He said 
that experiments with big city drug clinics in the 
early 1920's had produced “no evidence of cures or 
reduction in illicit drug traffic.” “Present methods,” 
he said, have reduced the addict ratio in the gen- 
eral population from 1 in 400 in 1915 to 1 in 3,500 
in 1958. He said he was dismayed to note that 
“some members of the medical profession” have 
sponsored a plan whereby government-operated 
clinics would supply the drug addict with narcotics 
while attempting to “persuade” him to undergo 
treatment and rehabilitation. 

Tennyson’s view was opposed by E. J. Dimock, 
Judge of the U. S. District Court in New York, who 
said: “If severe laws have had any effect on the 
[drug] traffic it has not shown up in our court.” 
Judge Dimock was a member of the Joint Commit- 
tee of the American Medical Association and the 
American Bar Association which undertook a study 
of the narcotic problem. He said the Committee 
found that not enough was known to support more 
than one or two conclusions. One recommendation 
was that the two parent organizations study further 
the outpatient experimental clinic plan. 

Painless and safe withdrawal procedures are now 
in use at federal narcotic hospitals, he said, “but 
treatment that an addict gets there is of little help 
to him outside. We must learn how to help our fel- 
low human beings to live without resorting to this 
destructive evasion in a world full of temptation and 
strains.” 

Judge Dimock advocated the prevention of first 
contact as the ideal solution to the narcotic problem. 
He said: “If none of us had taken that first glass of 
beer, we would never have had that how-long-has- 
this-been-going-on feeling.” 
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Psychotherapy Is Medicine 


The application of psychological methods in the 
treatment of illness is a medical function. Any physi- 
cian may utilize the skills of others in his professional 
work, but he remains responsible, legally and morally, 
for the diagnosis and for the treatment of his patient. 


When a resolution containing that statement was 
adopted jointly by special committees of three ma- 
jor professional groups nearly five years ago there 
already was evidence that a few nonphysicians 
were practicing medicine by engaging in psycho- 
therapy. “Psychotherapy is a form of medical treat- 
ment and does not form the basis for a separate 
profession,” the resolution went on to state, adding, 
however: “The medical profession fully endorses 
the appropriate utilization of the skills of psychol- 
ogists, social workers and other professional person- 
nel in contributing roles in settings directly super- 
vised by physicians.” 

Now there are indications that more and more 
nonphysicians, not content with merely using psy- 
chological understanding in carrying out their 
professional functions, are attempting to diagnose 
and treat individuals by psychotherapy. The indica- 
tions are so ominous, in fact, that the A. M. A. 
Council on Mental Health (which issued the 1954 
joint resolution, along with the American Psychiatric 
Association and the American Psychoanalytic Asso- 
ciation) discussed the problem at length during a 
meeting in Chicago several weeks ago. 

Council members at their Feb. 21 meeting cited 
reports from colleagues as well as patients, in an 
attempt to clarify and reaffirm the resolution for the 
benefit of the public and the medical profession. 
Several of them expressed the opinion that it should 
be unlawful for a nonmedically trained psychologist 
to engage in the independent practice of psycho- 
therapy, and unethical for a physician to refer pa- 
tients to such an individual for treatment of nervous, 
mental or physical disorders. 

At the same time, however, they applauded the 
functions of psychologists in medical settings, for 
psychodiagnostic testing, and for analysis and 
counselling in education, vocations, aptitudes and 
job placement. As one member summed up the 
discussion: 

“It cannot be too strongly emphasized that the 
unavailability of a specialist in nervous and mental 
diseases is not sufficient justification for referring a 
patient to a nonmedical specialist for treatment. 
The physician should himself treat such a patient, 
and try to obtain or provide neuropsychiatric serv- 
ices locally in the future. To do otherwise only 
serves to compromise ethical practice and to lower 
the levels of medical care.” 
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More Ammunition Against Alcoholism 


New onslaughts upon alcoholism as a massive 
disease problem (see Medicine at Work, THe 
JournaL, July 19, 1958) were indicated at the 
recent meeting of the A. M. A. Council on Mental 
Health. Members expressed their approval of a 
suggestion that the Woman’s Auxiliary consider 
alcoholism as a major project for attack in 1959. 
The Council also approved an outline which had 
been suggested by its Committee on Alcoholism 
as a guide for medical schools, which already are 
integrating alcoholism as a subject in prevailing 
curriculums. 


Medical Students and Religion 


How do tomorrow’s physicians relate their re- 
ligious attitudes to the study of medicine? 

In an effort to find out, 208 students enrolled 
at the Southwestern Medical School in Dallas were 
asked recently to reply to a multiple-choice ques- 
tionnaire. These are some sample findings: 

“Do you consider yourself a religious person?” 
No, said 21 students, but 129 considered themselves 
to be at least “slightly religious.” 

“What about the study of medicine—is it mak- 
ing you more religious?” Ninety-one thought it was, 
88 said it was not, and 21 thought it was making 
them “less religious.” 

In assessing the influence of religious considera- 
tions on their desire to enter the medical profes- 
sion, 117 concluded there had been no such con- 
sideration, while 75 thought that there had. Nine 
out of 10 thought a religious nature would add 
to the effectiveness of a skilled medical practitioner. 

Asked, “If an indicated medical procedure con- 
flicted with your patient's religious beliefs, would 
you still urge the procedure?” 140 replied affirma- 
tively, although when asked to comment, most 
said they would attempt to explain the necessity, 
and try to obtain consent. 

Results of the survey were published last Febru- 
ary in the New Physician by two medical students, 
James A. Hall, and Daniel Gruver. The authors re- 
ported that comments accompanying the returned 
questionnaires emphasized that these medical stu- 
dents, while generally considering themselves re- 
ligious, disliked casting their beliefs in conventional 
forms. “My belief now boils down to the Superior 
Being, brotherhood, and compassion,” one said. 
Only 27% said they believed in all the creeds and 
dogmas of their religion (see Medicine at Work, 
THE JourNAL, April 13, 1957). 
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DEBRIDEMENT IS PARAMOUNT 
GUEST EDITORIAL 
John O. Goodsell, M.D. 


OMPOUND fractures are emergencies. 
They require treatment promptly, for time 
is of the essence. Débridement is the key- 
stone of the treatment. 

The ideal treatment of the compound fracture 
devolves logically in a well-established chronologi- 
cal order. This begins with adequate first aid at 
the site of the accident, essentially splinting. Rapid, 
but safe, transportation to the place of definitive 
treatment ensues. Appropriate assessment of the 
victim's general well-being and measures for assur- 
ing its stability begin with first aid and are intensi- 
fied on arrival of the patient in the emergency room. 
Local injuries are quickly but carefully evaluated. 
They are then treated and the all-important deé- 
bridement performed in the case of compound 
fracture. Finally immobilization of the fracture is 
accomplished by whichever of many possible meth- 
ods is best suited. 

Why is débridement paramount? This can best be 
answered by observing that, while all infected 
wounds are at least unfortunate, infected fractures 
are catastrophes. No other single facet in the care 
of a compound fracture is so important in the pre- 
vention of infection as débridement. This principle 
has been irrevocably established for decades, but 
must frequently be “rediscovered.” 

Eaton ' said in reference to débridement of com- 
pound fractures in World War II: “In spite of the 
experience gained in World War I, this lesson had 
to be learned all over again in the early part of this 


Orthopedic surgeon, Saginaw, Mich. 
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war.” The literature of World War II is replete with 
references to the imperativeness of débridement. 
Few improvements in humanity result from war. It 
would be a pity if the costly lesson in proper dé- 
bridement of compound fractures were not indelibly 
stamped in the consciousness of all who assume the 
treatment of trauma. 

How débridement deters infection is made clear 
by Watson-Jones in his textbook “Fractures and 
Joint Injuries.” * Débridement is the proper toilet of 
a contaminated wound, including removal of all 
tissue which is dead. Germs thrive in necrotic tissues 
which form a barrier between them and the body’s 
natural defenses. Healthy vascular tissue can, given 
proper opportunity, deal successfully with germs. 

Débridement should be performed as soon as the 
patient’s condition will allow it. There is a “golden 
period” of six to eight hours from the time of injury 
when the wound may be considered merely con- 
taminated rather than infected. After that the 
wound must be treated in anticipation that infection 
has supervened, and débridement is of progressively 
less benefit. By that time drainage and compresses 
may be more appropriate, alone or with débride- 
ment. 

Some situations delay immediate débridement. 
Other injuries most often force temporary postpone- 
ment. However usually such factors can be im- 
proved rapidly enough to stay within the “golden 
period.” Shock from blood loss is the most common 
deterrent. It behooves the surgeon always to treat 
shock as vigorously as possible, first to preserve life 
and next to preserve the limb by early débridement. 
To save the patient's life may be heroic, but the 
surgeon’s fatigue must be ignored until the fracture 
has also received its adequate treatment. The re- 
ward for such tenacity is great: avoidance of pro- 
longed, sometimes seemingly endless, treatment of 
chronic osteomyelitis. 

Some injuries, e. g., to the brain, lungs, liver, or 
spleen, may not permit débridement at the ideal 
time. All injuries to the head, chest, and abdomen 
do not automatically prevent proceeding, however. 
We must exert energy here also to distinguish the 
type present. Conceivably the presence of disease 
unrelated to the accident may interfere, e. g., dia- 
betes or heart disease. Again we must distinguish 
when these things might reasonably be ignored or 
improved sufficiently to deal with the local injury. 
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The technique of proper débridement is dealt 
with in detail in various textbooks. The principle is 
excision and removal of all foreign material. This 
includes dead tissue, because it too is foreign. Skin 
removal should be minimal; usually a 2-or-3-mm. 
excision of the wound margin suffices. All dead fat, 
fascia, and muscle must go; left behind they can 
only liquefy and become a culture medium. Vessels 
and nerves should be identified and protected. 
Bone should not be removed unless totally de- 
tached from soft tissue. Copious irrigation with 
sodium chloride solution is invaluable in removing 
small bits of debris. 

The use of internal fixation is somewhat contro- 
versial and in the opinions of some writers never 
applicable in compound fractures. Properly selected, 
nevertheless, internal metal appliances have been 
used in many such cases by many surgeons without 
significant complications. 

To close or not to close is also a question. Opin- 
ions here vary from never to not over eight hours 
after injury, and even longer. Individualization is 
needed here too, with such things as amount and 
type of contamination, amount of skin remaining, 
and time after injury being important. There is fairly 
general agreement that if closure is elected, it 
should be of skin only, never fascia. 

Antibiotics undoubtedly contribute to the success 
of treatment of compound fractures. It has been 
written again and again that the availability of these 
drugs does not alter fundamental surgical principles. 
Débridement of compound fractures is fundamental 
and cannot be eliminated nor even minimized by 
the use of antibiotics. A review of the World War II 
literature on compound fracture reveals a wide- 
spread wave of enthusiasm for placing sulfonamide 
powder in these wounds. One can scarcely doubt in 
the face of practically universal approbation that 
this helped. But this probably coincided with pro- 
gressively better débridement. The ranks of the 
sulfonamide sprinklers are certainly smailer than 
they were. 

To summarize, in the treatment of compound 
fractures débridement is paramount. It should be 
done as soon as possible, with special effort to do it 
less than eight hours after injury. Rapid treatment of 
shock and other delaying conditions should be 
carried out. The availability of antibiotics does not 
decrease the necessity of débridement, nor even the 
extent of débridement. Rapid, energetic treatment 
of a compound fracture is certainly rewarding. 


Some of the ideas expressed herein are based on the ob- 
servations of the late Dr. Sylvester J. O'Connor. 
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MENTAL HEALTH WEEK, APRIL 26-MAY 2 


The observation of Mental Health Week once 
again reminds us of one of the largest public 
health problems confronting the United States— 
mental illness. While the exact incidence of emo- 
tional disorders is not known, the rejection and 
discharge figures for psychiatric disorders in the 
armed forces in World War II, the current rates 
of hospitalization for the mentally ill and retarded, 
and the problems of alcoholism, narcotic addiction, 
juvenile delinquency, and broken marriages give 
some indication of how large the problem is. Phy- 
sicians in general practice and internal medicine 
repeatedly have estimated that one-third to one- 
half of the patients they see have disorders which 
are primarily psychogenic or which are compli- 
cated by emotional factors. 

The level of care of many patients in mental 
institutions is indeed low. It is reported that in 
some mental institutions with over 1,000 patients 
there is but one psychiatrist to provide treatment. 
The disproportion between the level of care given 
the hospitalized mentally ill patient and that given 
the patient hospitalized for a physical illness is one 
that medicine must strive to eliminate. 

More research on the causes of mental and emo- 
tional illness and on more economical and more 
effective methods of treatment is urgently needed. 
What is known about prevention should be imple- 
mented as soon as possible and over as broad an 
area as possible. Physicians should be as capable of 
diagnosing mental illness as they are of treating 
uncomplicated medical or surgical illness. If the 
training of the physician does not achieve this, his 
training needs to be reexamined and changed. The 
training of the psychiatrist bears inspection also. 
He has tended to isolate himself from his medical 
colleagues and thereby to forego the advantages 
that collaboration and cooperation provide. 

Now that great strides have been made in the 
prevention and treatment of infectious diseases, 
perhaps we can give more attention to mental ill- 
ness and solve this serious problem, whether by 
biochemical, physiological, or psychosocial means. 


JOURNAL INDEX 


The index to volume 169 of Tae Journat will 
appear in the May 9, 1959, issue. Those who wish 
extra copies of the index may receive them, without 
charge, on request to the Order Department, 
American Medical Association, 535 N. Dearborn 
St., Chicago 10. 
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COUNCIL ON MEDICAL SERVICE 


CHRONIC ILLNESS SERVICE CENTER OF SAN FRANCISCO 


The Chronic Illness Service Center of San Fran- 
cisco was established in October, 1950, as the result 
of two years of study and planning by a special 
subcommittee of the Social Planning Committee of 
the Community Chest. This subcommittee, after 
reviewing the problems of the chronically ill both 
nationally and in the San Francisco area, recom- 
mended a two-year demonstration program to test 
the feasibility and value of a central information- 
gathering, coordinating, and referral agency for 
the city’s chronically ill. Originally supported by 
foundation funds and later by the United Commu- 
nity Fund in 1955 the Chronic Illness Service 
Center of San Francisco began operations directed 
toward the following objectives: (1) to promote the 
development of a coordinated community-wide pro- 
gram for adequate care of the chronically ill; (2) to 
assemble and make available information regarding 
the unmet needs and problems of chronic illness; 
(3) to assemble, study, and make available infor- 
mation on existing community facilities and re- 
sources for the chronically ill; (4) to stimulate public 
interest and understanding of the problems of 
chronic illness and its prevention and control; and 
(5) to assist organizations in planning facilities and 
programs for the chronically ill. 


Organization and Operation 


The original staff of the service center, which 
was housed rent-free in the Community Chest 
Building, consisted of a director and an office secre- 
tary. A medical social worker was added to the 
staff in August, 1952. The center functions under 
the guidance of a 21-man board of directors, who 
are familiar with the community and its resources 
and specifically concerned with the problems of 
chronic illness. Additional consultation and guid- 
ance is provided by a technical advisory committee, 
representing various professional groups with a 
knowledge of the key fields related to chronic 
illness. 

The director's duties, in addition to over-all su- 
pervision of the administrative and program activi- 
ties of the center, include liaison with the board of 
directors and the technical advisory committee, 
interpreting agency policies to the community and 
professional groups, consultation with individuals 
and groups planning resources for the chronically 


This is part of a series of articles, prepared by the Council on Medi- 
cal Service, on chronic illness information centers in various parts of 
the United States. 


ill, preparing reports on the individual and com- 
munity problems of long-term illness, and the plan- 
ning of meetings and educational activities for 
specific groups. 

The medical social worker is responsible for the 
day-to-day operation of the information, counseling, 
and referral service. Consultation with and referral 
of patients or other persons seeking suitable facili- 
ties for care is her continuing responsibility. She 
secures and maintains current information on the 
various facilities and resources for long-term care 
in the community and makes this information avail- 
able to persons and organizations who need assist- 
ance in planning care for chronically ill or disabled 
patients. She also acts as a consultant to the opera- 
tors of nursing homes and other long-term care 
facilities on administrative policies, needs of the 
long-term patient, and ways of improving care. 

The office secretary, under direction, is responsi- 
ble for the management of the office and the cler- 
ical-administrative details inherent in the center’s 
operation, maintaining files, records and corre- 
spondence, and preparing monthly statistical re- 
ports. She also acts as receptionist and telephone 
operator. 

The center occupies about 450 sq. ft. in the Com- 
munity Chest Building and is divided into three 
offices. Inasmuch as the majority of referrals and 
information can be given by telephone and all office 
interviews are by appointment, the lack of space 
has not presented a serious problem as yet. Files 
maintained in the office include detailed data on 
proprietary nursing and boarding homes and other 
facilities and services currently operating in the 
community (this information is usually obtained by 
a questionnaire followed by a visit to the facility) 
and complete individual case records for all per- 
sons requesting services, which are divided accord- 
ing to new requests, recall cases, and persons seek- 
ing information not related to a specific patient. 


Services to Patients 


From the beginning, it was felt that emphasis 
should be placed on counseling, guidance, and re- 
ferral services to individual patients and others 
seeking information and that in this way insight 
would be gained into the over-all planning, coordi- 
nating, and educational services needed in the com- 
munity as a whole. In accordance with this policy, 
services were made easily available and individuals 
requesting help were accepted without being 
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obliged to undergo detailed investigative pro- 
cedures. However, there was no emphasis on case- 
finding activities nor on publicity concerning the 
center's existence. An announcement letter was 
mailed to other agencies notifying them of the 
center's availability, and two articles describing the 
center were published in the San Francisco Medical 
Society Bulletin. No organized follow-up is made 


TABLE 1.—Persons Served in 1954, 1955, and 1956 


Patients, No. 


Year New* Recallt ~ Other, No.t 


7 “Patients known to center for first time. 
+t Patients who have received previous service from center. 
{ Requests for service not related to specific patient. 


of patients to see whether the solution or the place- 
ment suggested has been completely satisfactory in 
each case. 

From its inception in October, 1950, to the end 
of 1956, the center provided services to 7,037 indi- 
vidual patients or other persons. During the calen- 
dar year 1955, 1,728 patients sought help at the 
center, an increase of 51% over 1954 (641 of these 
patients had received service previously from the 


Taste 2.—Source of Requests for Patient Services 


New Patients, No. 
Souree Reealls, No 
Patients, relatives, and friends.... 721 709 


Hospitals and welfare agencies 


Other health agencies ........... 47 
Family agencies ................. 43 
Information services ............ 17 

Other 


Nursing and boarding home 
operators 


Unions .... 
9 
Trustees, guardians .............. 
Insurance companies ....... : 


Fraternal & veterans 


2 
Professional associations ....... 2 


center; the remainder were new referrals). Table 1 
shows the number of services requested during the 
years 1954, 1955, and 1956, divided according to 
new and recall cases and requests not related to an 
individual patient. Table 2 shows the referral 
sources for both new and recall patients during 
the year 1956. 
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Of the 1,329 new patients referred to the center 
in 1956, almost 60% were between the ages of 65 
and 85. The average patient age has been steadily 
rising since the center’s inception and was 71.6 
years in 1956. Almost twice as many women as men 
are referred to the center. About 63% of the pa- 
tients were widowed or single, 36% lived alone, 
and 26% lived with relatives. An increasing per- 
centage of ambulatory patients are being referred 
to the center. During the early experience one- 
half of the patients referred were bedfast, while 
in 1956 this percentage has shrunk to % of total 
referrals. 

Factors which might explain this trend have been 
an increased bed capacity in the voluntary chronic 
disease hospitals, the setting aside of 20 new long- 
term beds in two general hospitals in the city, and, 
on a broader scale, a growing recognition on the 


Tasie 3.—Characteristics of New Patients 
Referred to Center in 1956 


Patients, Patients, 
Sex No. Degree of disability No. 
Semiambulatory ....... Is 
233 of income or support 
Not recorded ...........+. i Other relatives and/or friends 156 
ABE Old Age Assistance only...... 46 
Old Age Assistance supple 
Marital status mented by relatives, OASI, 
Other public welfare .......... 2 
Divorced or separated 17% 
OASI, OASIL & savings, 
relatives, friends ........... 171 
Living arrangements Business, employment, rentals 145 
204 Capital assets, convertible 
Boarding or nursing home ... 57 
Other institutions ............ Souree unknown oot 


part of agencies and individuals that bed care is 
not always the best answer to needs of the long- 
term patient. Table 3 shows the characteristics of 
patients newly referred to the center during 1956 
by age, degree of disability, living arrangements, 
financial status, and other factors. 


Needs of Patients 


During 1956, requests for 24-hour nursing or 
supervisory care accounted for a little over 60% of 
all needs for service among newly referred patients. 
The next most frequent requests were for counsel- 
ing and for some type of housekeeper-attendant 
service. Other requests were for general informa- 
tion on facilities and resources for long-term care, 
information on a specific facility or resource, or for 
consultation. Table 4 shows the nature of requests 
for service received by the center during 1956, 
divided by new and recall patients. 
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Problems and Developments 

In answering these requests and in attempting 
to find and effectively utilize existing services and 
facilities, the center has brought into clearer focus 
some of the more pressing problems in meeting 
chronic illness needs in San Francisco. 

One of the major problems encountered by the 
center has been the inability of many patients to 
pay for the type of care they need. The trouble 
lies not so much in a shortage of good nursing 
homes, boarding homes, and other long-term fa- 
cilities as in the fact that the rates at these better 
facilities are too often beyond the patient's ability 
to pay. This has been true both for patients seeking 
24-hour nursing care and for those seeking domi- 
ciliary or boarding home facilities. 

The center has also found that there is not 
enough provision for rehabilitation in the various 


Tasie 4.—Nature of Patient Requests, 1956 


New Cases Recalls Total 
Nursing home, boarding 


Housekeeper, attendant, etc. ............ 142 | 193 
Information re facilities and resources 

Sheltered or home employment ... 13 

Financial assistance ............... 11 

Wheel chuirs, hospital beds, ete. .. 11 

Rehabilitation services ............ 7 

Medical and dental care .......... 10 

Free or cheaper medicine .......... ll 

Transportation to clinie .......... 10 

Recreation & companionship ...... 8 

Day care (custodial) ............. 3 

Restaurants serving special diets . 2 

Mise. procedures, legal advice, 

Information on specifie facility ........ 6 | 107 
Additional information only* .......... see 369 369 


* Applies to recalls only. 


long-term facilities. In the proprietary nursing 
and boarding homes the emphasis given to reha- 
bilitation varies widely and reflects the philosophy 
of the operator, his idea of the rehabilitative po- 
tential of the elderly chronically ill person, and the 
economic effect such services will have on his own 
business. Consistent physical and occupational 
therapy and diversional programs are for the most 
part lacking in proprietary facilities for long-term 
care, where the lack of adequate staff and the cost 
of such services prohibit organized efforts. 
Considerable overlapping and duplication of 
function exists among the various chronic dis- 
ease facilities and services. No facilities especially 
adapted to the needs of the younger chronically 
ill adult presently exist. There are limited subsi- 
dized convalescent resources for women and none 
for men in the city. 
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Another problem has been obtaining efficient, 
reliable homemaker-attendant services. Previous at- 
tempts at homemaker service for the city’s chron- 
ically ill have been sporadic and temporary in 
nature, and there is no permanent, established 
program of this type at the present. (A limited 
demonstration Homemaker Service primarily for 
chronically ill and aged persons was established 
on May 1, 1957.) As a result, the cost of obtaining 
reliable full-time attendant service has been pro- 
hibitive for many families, and the type of con- 
sistent, dependable part-time help which would 
make secure family planning possible has been 
equally hard to find. 

Another need that has become increasingly clear 
as operations progressed is for more counseling 
specifically geared to the chronically ill, embrac- 
ing the many problems that accompany long-term 
sickness or disability, such as dwindling finances, 
family attitudes, living arrangements, and the psy- 
chological impact of long-term dependency. The 
center reports that there has not been too much 
change in the types of patients or problems since 
its inception, but there has been encouraging 
progress in the community’s thinking about chronic 
illness. Some change is evident in the “hopeless” 
pattern of patient management and more emphasis 
is being placed on rehabilitation. 


Services to the Community 


As the result of its contacts with patients and 
its work and findings in the community, the center 
has been able to implement and participate in 
broader community planning for service to the 
chronically ill. In addition to maintaining complete 
information on the services, rates, and facilities in 
commercial nursing and boarding homes in the 
San Francisco area, the center has sponsored two 
institutes for nursing and boarding home operators. 
The second in a series of five meetings, held in the 
fall of 1955 by popular request of the operators, 
featured demonstrations and discussion of new 
techniques in patient management. The center also 
continues to provide consultation on standards of 
care and operating practice to operators on a day- 
to-day basis, and to sponsor a closer working rela- 
tionship between nursing and boarding homes and 
hospitals, physicians, and other related organiza- 
tions. 

Partly as a result of the center's recommenda- 
tions, and with its informal participation, a home- 
care plan for the chronically ill of San Francisco 
is in operation at the Mount Zion Hospital, and the 
Center has continued to stimulate the formation 
of other such programs, particularly under public 
auspices. Finally, the center continues to bring 
together representatives of the voluntary health 
organizations concerned with long-term illness and 
has provided these organizations with a basis for 
joint planning and action. 
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MEDICINE AND THE LAW 


There are three fallacious attitudes common 
among doctors that lead to professional liability 
action. First is the belief that diagnostic and surgi- 
cal skills are the chief safeguard against a malprac- 
tice action; second, that being a good Samaritan 
is good medicine; and third, that a just cause is a 
good cause. These virtues may win lawsuits, but 
they seldom prevent them. Being a defendant in a 
malpractice action is never a happy experience, no 
matter how sweeping the ultimate victory may be. 
Before I am branded as a devil's advocate or dis- 
missed as a complete legal cynic, let me still some 
of the free-floating anxiety that the word “mal- 
practice” seems to arouse in physicians by stating 
that the bulk of malpractice aciions in the United 
States are readily preventable. 

For proof of that statement one need only look 
at the medical quack. Of the tens of thousands of 
malpractice actions that fill our law reports, how 
many are directed against quacks? Disconcertingly 
few. What accounts for this peculiar state of affairs? 
It cannot be explained away by saying that there 
are relatively few medical quacks left; that may be 
true in some parts of the country but false in others. 
The efforts of medical societies and the work of the 
United States postal authorities, the Pure Food 
and Drug Administration, and other agencies testify 
to a continuing fight against new medical quacks 
as fast as the old ones are put out of business. But 
almost without exception public or quasi-public 
agencies such as the medical societies conduct the 
fight. Rarely does the individual victim bring a 
malpractice suit against the medical quack. 

The reason for this is not difficult to find. The 
only skill that the quack has to sell is the ability to 
establish and maintain rapport with another per- 
son. Medical skill is completely absent, yet so are 
malpractice suits. 

As a case in point, some years ago in Pennsyl- 
vania a self-styled plastic surgeon set up in busi- 
ness. He straightened noses by injection of wax. 
Unfortunately, on hot July days, his patients found 
their noses melting. They did not run to their law- 
yers, however. There was no need to; day or night 
their “doctor” was available with sympathy, con- 


Associate Professor, Temple University Law School, and Director, 
Philadelphia Medico-Legal Institute. 

Read before the forum The Doctor and His Practice, presented by 
the Wm. S. Merrell Company and the Erie (N.Y.) County Medical 
Society, Buffalo, Nov. 6, 1958. 


AVERTING PROFESSIONAL LIABILITY ACTION 


Samuel Polsky, Philadelphia 


sideration, and understanding and ultimately, of 
course, with more artistry in wax. The medical 
society fought him through one court after another, 
but not even this publicity was enough to break his 
immunity from malpractice attacks by his victims. 

His single stock in trade was an excellent bedside 
manner, reflected in a continuing high degree of 
rapport with his patients. This was enough to pre- 
vent malpractice actions despite his complete ab- 
sence of formal medical training. This is not to 
suggest that medical schools establish a clinical 
professorship in medical quackery to teach the 
skills of rapport. All too often, however, this skill 
tends to be dwarfed by other professional skills. 
Perhaps, also, the association of this one skill with 
the quack leads to its depreciation in the hands of 
the reputable physician. To some extent the de- 
mands of a busy practice accomplish the same re- 
sult, and specialization exacts somewhat the same 
toll. 

I suggest that the modern surgeon exhibits little 
warmth in establishing the physician-patient rela- 
tionship. May I also suggest that it is this factor, 
rather than the risks inherent in surgery, which so 
often makes the surgeon the target of malpractice 
litigation? The risks of surgery are not to be de- 
nied, of course, but that very fact conditions the 
patient to accept an untoward result with greater 
tolerance. If I were required to state a first prin- 
ciple of preventive law in malpractice actions it 
would be that diagnostic and surgical skills are far 
less important than is skill in establishing a friendly 
physician-patient relationship. In achieving this, it 
seems to me that the ability to listen and simply 
being available to the patient are all-important. 

There is a difference, of course, between being a 
good doctor and being a good Samaritan. The sec- 
ond legal pitfall leading to a malpractice action lies 
precisely here. The physician should exercise his 
bent for doing good in the highest tradition of his 
profession by giving of his services as freely as he 
likes or is able; he enters dangerous ground only 
when he stops practicing professional medicine in 
order to practice amateur economics. The warning 
signs and admonitory symptoms are plain. They 
may be summed up as hypersensitivity of the ego 
accompanied by subacute melancholia and mani- 
fested by Hamlet-like musings along these lines: 
Can the patient really afford a roentgenogram? 
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Will he think I am just trying to squeeze another 
visit out of him if I ask him to come back for a 
follow-up examination? Is it an admission of failure 
if I suggest a consultation? The variations are 
infinite, but the basic syndrome remains one of 
medical insecurity largely induced by economics. 
It results in indecision and lack of medical action 
and is defensively rationalized as concern for the 
patient. The diagnosis is cardiovascular good- 
Samaritanism. 

The prognosis is guarded, with possible legal 
complications which often take the form of a mal- 
practice action based on failure to check routine 
safeguards, failure to follow up, failure to obtain 
consultation, failure to refer the case for observa- 
tion or specialized treatment, failure to advise the 
patient of the risks of inaction, and sometimes even 
failure to tell the patient just how ill he really is. 

If, therefore, I had to state a second principle of 
malpractice prevention it would be to diagnose and 
cure yourself of good Samaritan palpitations unless 
you would like to recite and explain your soliloquies 
from the witness stand to a patient you have aban- 
doned medically. This is not overstating the case, 
for opposing counsel and the court will remind you 
(and the audience of 12 jurors) that good intentions 
are not the equivalent of good medical practice. 

The third fallacious attitude that I would invite 
you to consider is that a just cause is a sound course 
to pursue. The history of many malpractice actions 
begins with the righteous indignation of a physician 
whose fees have not been paid by a patient who can 
afford to pay them. After a course of polite and 
then pointed reminders have failed to elicit re- 
sponse the matter is turned over to a commercial 
collection agency, whose insistence reminds the 
patient so often of the doctor that in time he devel- 
ops at least a mild obsessive-compulsive neurosis. 
The obsession takes the form that the doctor is not, 
and never was, any good. In time this includes the 
view that the physician lacks skill as well as being 
a money-mad pirate without principles or scruples. 
The compulsion takes the form of a desire to talk 
about the persecution to all who will listen. The 
patient's family and friends assure him that he is 
right and that he looked, talked, and felt far worse 


after the doctor's shameful treatment and incompe- , 


tent ministrations. Soon the patient thoroughly be- 
lieves all this, and the obsession has become a 
delusion with strong paranoid coloring. By the time 
he sees his first lawyer he is thirsting for primitive 
retaliation. After being told he has no case, he 
broods over the deficiencies in his cause of action 
and eventually comes to discover the missing ele- 
ments. The next lawyer he sees has a case that 
spelis legal indignation over medical malpractice, 
and suit is started. Or the physician may sue for his 


MEDICINE AND THE LAW 


J.A.M.A., April 25, 1959 


bill and by a similar, perhaps more rapid, process 
find himself faced not only with defense of mal- 
practice but a counterclaim or countersuit for 
damages. 

This history can be altered by a rather simple bit 
of preventive law: A just cause must not be hurried 
on its course. The statute of limitations for mal- 
practice actions is far shorter than the limitation 
period for debts or contracts. Usually the malprac- 
tice action must be brought within one or two years 
of the time of alleged injury, while the debt or fee 
is not outlawed for some six or seven years from 
the time when it was contracted. Patience, in wait- 
ing until the malpractice period of limitations has 
run out, will not only restrain unwarranted suits of 
a purely retributive nature but may even result in 
peaceful, perhaps piecemeal, payment of the fee. 

As a final item of preventive law I urge that writ- 
ing be retrieved from among the lost arts of medi- 
cine. If a patient refuses to follow advice, write and 
either tell him to get another doctor within a rea- 
sonable time or inform him that you cannot and 
will not be responsible for his treatment if he re- 
fuses to take your advice. Also, if you have a seri- 
ously ill patient who requires frequent or constant 
care or may require emergency care while you are 
away on vacation or on a trip, do not rely on your 
answering service to do your referrals under such 
circumstances. A note to the patient, telling him 
who will be covering your practice in your absence, 
and a note to the other physician, describing the 
case and course of treatment, not only will avert 
malpractice actions but also may prevent serious 
harm for the patient. And when an experimental or 
risky procedure is to be tried do not rely on just the 
hospital release form and the patient's oral consent. 
His consent, after explanation of the risks, should 
be obtained in writing. It need hardly be added 
that it is wise to keep copies of these letters in your 
own records. The psychological value of such writ- 
ten communications in dissuading a patient from 
initiating litigation is probably greater than their 
probative value in court; but that, after all, is sim- 
ply another way of saying that the measure is good 
preventive law. 

While many (perhaps most) malpractice suits can 
be prevented, some will always remain. No profes- 
sion is wholly immune from carelessness or igno- 
rance. I urge in conclusion that, when such a situ- 
ation arises in your medical community, it is not 
preventive law to refuse to make your honest 
opinion known. Refusal to testify under such cir- 
cumstances involves something more important than 
personal convenience or lack of fortitude. It defeats 
justice, and degrades both law and medicine from 
their high estate as professions worthy of public 
respect. 
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ALABAMA 

Dr. Spies Honored.—For the first time, an “Interna- 
tional Boss of the Year” was selected by The Na- 
tional Secretaries Association (International). The 
honor went to Dr. Tom Spies, of Birmingham, 
director of the Nutrition Clinic at Hillman Hospital 
and chairman, department of nutrition and metab- 
olism, Northwestern University Medical School, 
Chicago. The award was presented to Dr. Spies 
during Secretaries Week, on Secretaries Day, Wed- 
nesday, April 22. Dr. Spies’ background was sub- 
mitted for the “International Boss of the Year” 
award by his secretary, Miss Margaret Owen, of 
the Birmingham Chapter, National Secretaries As- 
sociation. 


Clinical Meeting Held at the Tuskegee Institute.— 
The 47th annual meeting of the John A. Andrew 
Clinical Society was held April 12-17 at the John A. 
Andrew Memorial Hospital, Tuskegee Institute, un- 
der the presidency of Dr. J. D. Merida, Cleveland. 
Over 30 papers were presented, including the 
Charles R. Drew Memorial Lecture given by Dr. 
Hollon W. Farr. A Medical-Dental Lecture, “Can- 
cer of the Mouth,” was also presented by Dr. Farr. 
Panel discussions were held on “Drug Therapy of 
Hypertension” and “The Use of Tranquilizing 
Drugs.” A clinical pathological conference, movie 
sessions, and a clinical case presentation on “Sar- 
coidosis—Hodgkin’s Disease” were held. At the ban- 
quet April 13, Commissioner Elmer A. Carter, State 
Commission Against Discrimination, New York 
City, presented an address. 


CALIFORNIA 

Los Angeles Doctors’ Symphony Orchestra.—This 
organization held its annual elections recently and 
the following are new officers: Dr. Lester M. Morri- 
son, president; Dr. Jesse Younger, vice-president; 
William Curry, D.D.S., secretary; Dr. John Brody, 
treasurer; Mrs. John Brody, librarian. The Los 
Angeles Doctors’ Symphony Orchestra is a five- 
year-old, nonprofit organization sponsored by the 
Los Angeles County Medical Association which 
holds weekly rehearsals and gives two symphonic 
concerts yearly for charitable purposes. The orches- 
tra consists of 80 musicians, composed of physi- 
cians, dentists, and allied professionals “who have 
banded together in a merger of medicine and music 
for mutual enjoyment.” A concert held Jan. 21 in 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Philharmonic Auditorium was given for the use of 
the City of Hope with Anna Maria Alberghetti as 
guest artist. The next spring concert is scheduled 
for June 6. 


DISTRICT OF COLUMBIA 

Dr. Bayne—Jones to Receive Award.—The Board of 
Directors of the Passano Foundation announce that 
Dr. Stanhope Bayne-Jones has been selected as the 
recipient of the $5,000 Passano Award for 1959. On 
Wednesday evening, June 10, during the convention 
of the American Medical Association in Atlantic 
City, a reception and dinner will be held at the 
Traymore Hotel to honor Dr. Bayne—Jones. Dr. 
Louis M. Orr, incoming President of the A. M. A., 
will speak on Dr. Bayne-Jones’ contribution to the 
practice of medicine. Joseph C. Hinsey, Ph.D., 
director, New York Hospital-Cornell Medical Cen- 
ter, New York City, will present Dr. Bayne—Jones’ 
contribution to medical education. This year's 
award is presented to Dr. Bayne—Jones “in recog- 
nition of a long and extraordinary service to science 
and medicine as educator and administrator in 
tasks of the highest importance, in all of which he 
has served with distinction and faithfulness.” His 
most recent post was that of chairman of the Sec- 
retary’s Consultants on Medical Research and Edu- 
cation, Department of Health, Education, and Wel- 
fare. The Passano Foundation was formed late in 
1943, having as its sole purpose the encouragement 
of medical science and research, particularly that 
having a clinical application. It is sustained by 
annual contributions from The Williams & Wilkins 
Company, publishers of medical and_ scientific 
books. 


GEORGIA 
Annual Session in Augusta.—The 105th annual ses- 
sion of the Medical Association of Georgia will be 
held at the Bon Air Hotel, Augusta, May 17-20. The 
House of Delegates will convene May 17, 5 p. m., 
and reconvene May 20, 9 a. m. Dr. Paul Dudley 
White, Boston, will present the Association Abner 
W. Calhoun Lectureship, “Cardiovascular Disease 
in the Light of the Long Follow-Up,” at noon, 
May 19. Papers by guest speakers will include the 
following: 
Fire and Exposure Hazards in Hospitals and Their Control, 
Dr. George J. Thomas, Pittsburgh. 
The Inadequacies of Routine Bleeding and Clotting Time 
Determination, Dr. Louis K. Diamond, Boston. 
The Radiologist and the Film Processing Problem, Mr. Wil- 
liam H. Ramey, Rochester, N. Y. 
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Clinicopathic Meaning the Nephrotic Syndrome, Dr. Arthur 
C. Allen, Miami. 

The Roentgen Diagnosis of Lesions of the Spine, Dr. John 
Arthur Evans, New York City. 

Pediatric Anesthesiology for Head and Neck Surgery, Dr. M. 
Digby Leigh, Los Angeles. 

Anticoagulants: “How Come, How Good, and How Now?”, 
Dr. Edgar A. Hines Jr., Rochester, Minn. 

The Early Management of the Burn Patient, Dr. Curtis P. 

Artz, Jackson, Miss. 


Dr. Louis M. Orr, Orlando, Fla., President-Elect, 
American Medical Association, will present an ad- 
dress on “Time for Medicine’s Re-Entry” at the 
general session, May 18, 11:50 a. m. Social events 
will include alumni dinners. Scientific and clinical 
exhibits are planned. President of the association is 
Dr. Lee Howard Sr., Savannah. For information, 
write Mr. M. D. Krueger, 875 W. Peachtree St., 
N. E., Atlanta, Ga., Executive Secretary. 


IDAHO 

Fifty-Year Physicians Honored.—“Fifty-Year Certifi- 
cates” were mailed in December to 27 Idaho phy- 
sicians who have been in practice for a half-century 
or more. A personal letter from Dr. Hoyt B. Wool- 
ley, Idaho Falls, who conceived the idea of honor- 
ing these physicians, accompanied each of the 
certificates. Receiving the honors were Ethel P. 
Westwood, William F. Tyler, and Floyd G. Wendle, 
Sandpoint; Charles R. Hudgel, Fred A. Pittenger, 
Thomas N. Braxtan, Samuel W. Forney, and August 
L. Heine, Boise; George O. A. Kellogg, Nampa; 
Harry H. King, Montpelier; Charles J. Kinsolving, 
St. Maries; Dailey C. Ray, Francis S. Miller, and 
Minnie F. Howard, Pocatello; Robert H. Wright 
and Earl W. Fox, Hailey; Clifford M. Cline and 
Arthur R. Soderquist, Idaho Falls; Herbert C. 
Mowery, Wallace; John H. Cromwell, Gooding; 
William M. Mitchell, Parma; Harry W. Wentworth, 
Lewiston; Vonando G. Logan, American Falls; 
Edward L. Hargis, Ashton; Joseph Fremstad, El 
Paso, Texas; Charles W. Dill, Shoshone; and Grover 
C. Sherrard, Bonners Ferry. 


ILLINOIS 

Plan Alumni Seminar.—The Medical Alumni Asso- 
ciation of the University of Illinois has scheduled 
its fourth semiannual medical seminar for Monday, 
May 18, preceding the Illinois State Medical So- 
ciety meeting. The annual banquet will be held at 
the Illini Union, 715 S. Wood St., following the 
day’s program of seminars, lectures, and clinics. 
Officers for 1959-60 will be elected following the 
banquet. Guest speaker will be Gordon N. Ray, 
Ph.D., vice-president and provost of the University 
of Illinois. The staff of the university’s College of 
Medicine will provide the clinics and lectures and 
will conduct the question-and-answer sessions. The 
seminar is co-sponsored by the College of Medicine 
and Medical Alumni Association. All alumni and 
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their guests are invited. For information write 
Dr. Louis R. Limarzi, associate professor of medi- 
cine, Room 216, University of Illinois Research and 
Educational Hospitals, 840 S. Wood St., Chicago 12. 


Quincy Physicians Assist New Educational Society. 
—On March 20 there was born in Quincy a new, 
nonprofit, international, educational organization 
called the “Society for Academic Achievement in 
Secondary Schools.” The principal purpose of the 
new society is “to promote, popularize, and reward 
high academic scholarship achievement in the sec- 
ondary schools of the United States and Canada; 
to guide and motivate superior and talented stu- 
dents to seek a college education.” The society is 
an outgrowth of the Quincy Major Learning Pro- 
gram, dedicated to the guidance and motivation of 
the students of Quincy and Adams County to seek 
college education, initiated and sponsored by the 
Swanberg Kiwanis Foundation and the Kiwanis 
Club of Quincy in 1956. Community organizations, 
not affiliated with the secondary schools but ap- 
proved by the school administrators, are being 
urged to sponsor the society in the secondary 
schools. Academic scholarship achievement awards 
will be given in accordance with regulations estab- 
lished by the society, with the secondary school 
principal, or his representative, responsible for the 
faithful observance of the regulations. Each stu- 
dent award recipient becomes an award member of 
the society for life. The criterion for award mem- 
bership is competitive high scholarship achieve- 
ment, especially in academic subjects. The incorpo- 
rators of the society have adopted a constitution, 
made application for Illinois incorporation as a 
nonprofit organization, and elected the first board 
of trustees. Among the seven incorporators are 
Dr. Elbert Newton DuPuy, Quincy, counselor, Illi- 
nois State Medical Society, and Dr. Harold Swan- 
berg, Quincy, secretary, American Medical Writers’ 
Association and Mississippi Valley Medical Society. 
The society is being sponsored by the Medical 
Foundation of the Adams County Medical Society, 
the Kiwanis Foundation of the Kiwanis Club 
of Quincy, the Collegiate Educational Fund of the 
American Medical Writers’ Association, and the 
Mississippi Valley Medical Society. The sponsors 
are nonprofit organizations, which have education 
as one of their objectives and each has given a grant 
to get the new society launched. 


Chicago 

Work Simplification Class for Heart Patients.—“Re- 
habilitation for the Homemaker Convalescing from 
Heart Disease,” a work simplification class provid- 
ing help for women patients who must take it easy, 
is planned by the Heart of the Home Committee, 
Chicago Heart Association. The first of the two 
planned series, held at the Museum of Science and 
Industry, began April 7, with classes held April 14, 
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21, and May 5; the second series will be held at 
Mary Thompson Hospital, 140 N. Ashland, May 7, 
14, 21, 28, at 2-3 p. m. For reservations, write Mar- 
garet H. Brookes, Ph.D., 69 W. Washington St. 
(FI. 6-4675). 


Personal.—Dr. Manuel E. Lichtenstein has been 
elected chairman of the department of surgery, 
Cook County Hospital. He was also elected to mem- 
bership on the board of trustees, Cook County 
Graduate School of Medicine.——Dr. Piero P. Foa, 
professor of physiology and pharmacology, Chicago 
Medical School, will address a series of seminars at 
the Universities of Copenhagen, Helsinki, Edin- 
burgh, and Milan, during April and May. He will 
also address an International Symposium on the 
Relationship of Sulfur to Diabetes at the University 
of Bologna. 


LOUISIANA 

Meeting of State Society in New Orleans.—Physi- 
cians from all 64 Louisiana parishes will meet in 
New Orleans May 4-6 for the 79th annual meeting 
of the Louisiana State Medical Society. Dr. Gunnar 
Gundersen, LaCrosse, Wis., President of the Ameri- 
can Medical Association, will address the opening 
meeting May 4. Dr. William C. Rivenbark will be 
general arrangements chairman for the meeting, 
and Dr. Arthur D. Long Jr., of Baton Rouge, presi- 
dent of the Louisiana State Medical Society, will 
preside. Among the out-of-state guest speakers who 
will address scientific sessions are Dr. Edward S. 
Judd Jr., Rochester, Minn.; Dr. Samuel Buford 
Word, Birmingham, Ala.; Dr. David G. Decker, 
Rochester, Minn.; Dr. E. Crampton Harris Jr., 
Mobile, Ala.; Dr. Theodore C. Panos, chairman, 
department of pediatrics, University of Arkansas 
Medical School, Little Rock; and Elaine L. Updyke, 
Sc.D., Atlanta, Ga. Louisiana State Medical Society 
members completing 50 years of medical practice 
will be given special recognition at the opening 
meeting and be admitted to the “50-Year Doctors 
Club.” A full schedule of scientific and business dis- 
cussions will be conducted during the three-day 
meeting. All sessions will be held at the Roosevelt 
Hotel. For information, write the Louisiana State 
Medical Society, 1430 Tulane Ave., New Orleans. 


MASSACHUSETTS 
Medical History Lecture.—A new Horblit Lecture 
on the History of Science was inaugurated at 
Harvard University, Boston, by Herbert Butterfield, 
Master of Peterhouse and the professor of modern 
history at the University of Cambridge, England. 
“The History of Science and the Study of History” 
was Professor Butterfield’s subject at 8 p. m., 
March 24, in the Allston Burr Lecture Hall. The 
new Horblit Lecture on the History of Science is 
supported by a fund established by Mark M. 
Horblit, of Newton Center, Harvard alumnus. 
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Personal.—Dr. W. Bradford Patterson, of Wellesley, 
has been appointed chief of professional services at 
Pondville State Hospital, Dr. Alfred L. Frechette, 
commissioner, Massachusetts Department of Public 
Health, has announced. Dr. Patterson wil! take over 
some of the duties of Dr. Ernest M. Daland, chief of 
staff, who has held this position since the hospital 
was established 32 years ago. Dr. Daland is planning 
to retire from Pondvilie and is turning over his 
duties gradually, but will continue as an executive 
member of the consulting staff——Dr. Alfred Hol- 
lander, assistant professor of clinical dermatology, 
Boston University School of Medicine, presented 
“Diagnosis and Therapy in Dermatology” under the 
auspices of the World Medical Association before 
the Peruvian Medical Association in Lima, Peru, 
in March. He also spoke before the Peruvian 
Anatomico-pathological Society on “Newest Histo- 
pathological Findings in Dermatology.” 


Break Ground for Research Building.—Ground was 
broken March 2 for a 3-million-dollar medical re- 
search building for the Boston University School 
of Medicine. The site of the projected building is 
adjacent to the School of Medicine at 80 E. Concord 
St. and is bounded by East Concord and Stoughton 
streets and Harrison Avenue. President Harold C. 
Case, of Boston University, spoke during the in- 
formal ceremony. Invited guests included the uni- 
versity’s four vice-presidents: J. Wendell Yeo, 
Ph.D., vice-president for student affairs; George A. 
Warmer, D.D., vice-president for university affairs; 
John A. Dunn, vice-president for university develop- 
ment; and Kurt M. Hertzfeld, vice-president for 
administrative affairs. Other invited participants 
were Dr. Chester S. Keefer, dean and director of 
the School of Medicine; Dr. Lamar Soutter, associate 
dean; Randall W. Weeks, executive secretary of 
the university's General Alumni Association; and 
Russell W. MacLaren, business manager of the 
university. The building, which will take 18 months 
to complete, will be devoted to research and clinical 
and basic medical sciences. 


MICHIGAN 

Service for Multiple Sclerosis Patients.—A consult- 
ing and diagnostic service for multiple sclerosis 
patients has been established at Wayne State Uni- 
versity College of Medicine, Detroit, according to 
Dr. John S. Meyer, chairman, department of neurol- 
ogy. The service is sponsored by a $20,000 grant 
from the Michigan Chapter, National Multiple 
Sclerosis Society, a United Fund-Torch Drive 
Agency. Dr. John T. McHenry, associate professor 
of neurology, is director of the new Multiple Sclero- 
sis Clinic. The department of neurology will pro- 
vide neurological supervision and clinical evalu- 
ations for the referring physician. Research projects 
will be conducted by the department. Physical 


= 
: 
‘ 
| 
. A 
: 
. 


140/2042 


therapy and related treatments will be administered 
at the Rehabilitation Institute of Metropolitan De- 
troit and other community rehabilitation agencies. 


MINNESOTA 

Dedicate Hall Honoring Dr. Diehl.—Dr. Harold S. 
Diehl, dean emeritus of the University of Minne- 
sota College of Medical Sciences, Minneapolis, was 
honored recently at a medical symposium and dedi- 
cation of a new medical school building named 
Diehl Hall. The $2,750,000 building will be com- 
pleted next fall and will house the university's 
medical-biological library and medical research 
facilities. Dr. Diehl is now residing in New York 
City, where he is senior vice-president for research 
and medical affairs and deputy executive vice-presi- 
dent of the American Cancer Society. 


Report on Decrease in  Syphilis.—Minnesota’s 
Health, a publication of the Minnesota Department 
of Health, has reported that four decades ago, 
venereal disease was a serious problem in Minne- 
sota. Since then, congenital, neural, and infectious 
syphilis have been virtually eliminated and the num- 
ber of reported resident cases of syphilis of all 
types cut from a peak of 4,300 and a morbidity rate 
of 173.3 per 100,000 population in 1925 to a record 
low of 137 reported cases and a provisional mor- 
bidity rate of 4.0 per 100,000 in 1958. In the first 
quarter of the latter year, the state’s rate was 5.3, a 
figure lower than in 45 other states, according to 
U. S. Public Health Service statistics. Had the 1925 
rates continued unabated, the state would have 
had an estimated 5,830 resident cases of syphilis 
in 1958, a figure more than 40 times the actual 
number. Most cases of the disease are now dis- 
covered and treated in time to prevent late active, 
cardiovascular, neural, and congenital syphilis. The 
“failure rate” (late active and congenital syphilis 
per 100,000 population) dropped from 32.0 in 1940 
to 3.5 in 1952, the last year for which such statistics 
are available. Only 20 infectious cases were re- 
ported during 1958, and the state reportedly was the 
first in the nation to go through an entire year(1950) 
without a newborn luetic birth. An occasional con- 
genital case involving older persons still appears, 
however. Sixty cases were reported in 1946, only 
four in 1958. Since 1953, there have been no re- 
ported resident cases involving the newborn. Deaths 
with syphilis as a major or contributory cause have 
been four to five times lower than rates of 25 years 
ago. During 1957, deaths in which syphilis was the 
major cause totaled 39. 


NEBRASKA 

Annual Session in Omaha.—The 91st annual session 
of the Nebraska State Medical Association will be 
held April 27-30, at the Hotel Paxton, Omaha, ac- 
cording to Dr. Fay Smith, Imperial, president of 
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the association. Activities include scientific pro- 
grams, meetings of the governing bodies, and 
“Sportsman’s Day.” The meeting will be officially 
opened April 28 with the presidential address, fol- 
lowed by the installation of the incoming president 
for 1959-1960, Dr. Ezra E. Koebbe, Columbus. High- 
light of the meeting will be the annual banquet at 
which 29 physicians who have practiced medicine 
for 50 years will be honored guests and receive 50- 
year pins in recognition of their service to medicine. 
Principal speaker for the evening will be Dr. Rus- 
sell B. Roth, Erie, Pa., who will discuss “A Humor- 
ous View of Medical Public Relations.” “This meet- 
ing will provide all the necessary qualities to give 
the attending physician a concise and informative 
program of the latest progress in medicine,” Dr. 
Smith said. Holding their 34th annual meeting will 
be the Woman’s Auxiliary. For information write the 
Nebraska State Medical Association, 1315 Sharp 
Building, Lincoln, Neb. 


NEW YORK 

Chilean Visitor.—Dr. Rafael Darricarrete, director 
of the School of Medicine of the University of 
Concepcion in Chile is visiting the New York State 
University Upstate Medical Center, Syracuse, under 
a fellowship of the World Health Organization. Dr. 
Darricarrete is studying the organization of medical 
education in the United States. He was awarded the 
WHO fellowship to study plans and methods of 
teaching in medical schools, curriculum structure, 
group organization, school organization, and selec- 
tion of students. Dr. Darricarrete is a professor of 
bacteriology at the University of Concepcion, and 
former head of the B. C. G. department, Bacteri- 
ological Institute of Concepcion. 


New York City 

Annual Lecture Given by Dr. Harvey.—The seventh 
annual Emanuel B. Schoenbach Memorial Lecture 
was delivered in the Solarium, Kronish Pavilion, 
Maimonides Hospital of Brooklyn, April 16 by Dr. 
A. McGehee Harvey, professor of medicine, Johns 
Hopkins University School of Medicine and physi- 
cian in chief, Johns Hopkins Hospital, Baltimore. 
Dr. Harvey's talk was on “Systemic Lupus Erythe- 
matosus.” 


OHIO 

Sir Francis Walshe Visits Cincinnati.—On April 25 
Sir Francis Walshe, British neurologist who is visit- 
ing professor of neurology at the University of Cin- 
cinnati College of Medicine and Cincinnati General 
Hospital, April 17-26, presented a lecture at the Vet- 
erans Administration Hospital Auditorium on “Mind 
and Brain.” Sir Francis came to the United States 
through the joint efforts of the University of Cin- 
cinnati, Washington University, St. Louis, and the 
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University of California, San Francisco. At Cincin- 
nati he conducted conferences, ward rounds, and a 
neurological clinical pathological conference. 


Plan Kettering Memorial Medical Center.—Mr. 
E igene W. Kettering, son of the late Charles F. 
Kettering, inventor, has announced plans to de- 
velop a 4-million-dollar medical center, including 
a 200-bed hospital, medical research building, 
health museum, and quarters for the Montgomery 
County Medical Society. The Kettering Memorial 
Medical Center would be situated on the 90-acre 
Kettering estate located in Kettering Village ad- 
jacent to Dayton and would include all of the estate 
except the residence and immediate grounds which 
the family will continue to occupy. Financing will 
be by friends and associates of the late Mr. Ketter- 
ing, who have indicated their wish to join in de- 
veloping the medical center, Mr. Kettering said. 
The project will take two years to complete after 
contracts are awarded. The hospital is designed for 
future expansion to 400 beds. Mr. Kettering, who 
resides in Hinsdale, Ill., has given a health museum 
to that community. He said the museum planned for 
the memorial center would be a facility for public 
education. The building would also house the Mont- 
gomery County Medical Center. The new hospital 
will be privately administered, and will be operated 
on the open staff principle whereby any physician 
may practice there so long as he meets the necessary 
professional standards. Development of the project 
is to be under direction of the Montgomery County 
Foundation for Research and Education, with Mr. 
Kettering as foundation chairman. Physician mem- 
bers of the foundation include Drs. G. Douglas 
Talbott, Dayton, and Col. John P. Stapp, Aero Medi- 
cal Laboratory, Wright Air Development Center. 


PENNSYLVANIA 

General Practice Meeting in Bedford.—The 11th 
annual scientific assembly of the Pennsylvania 
Academy of General Practice will be held April 29- 
May 2 at the Bedford Springs Hotel, Bedford. Ses- 
sions are planned under the following headings: 
The Management of Automotive Injuries. 

Cardiology. 

Ophthalmology. 

Office Diagnosis, Therapeutics and Pharmacology. 

Trauma. 


A Symposium on Pediatrics May 2 will include 
papers by Dr. Edward Press and Dr. Mary Allen 
Engle, New York City, Dr. Paul Gyorgy, Phila- 
delphia, and Dr. John Lester Reichert, Chicago. 
Exhibits are planned and question-and-answer 
periods will conclude three of the sessions. Ten 
hours of category I credit by the American Acad- 
emy of General Practice will be given for attend- 
ance. For information write the Pennsylvania Acad- 
emy of General Practice, 4450 State Road, Drexel 
Hill, Pa. 
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SOUTH DAKOTA 

Dr. Parke Honored.—Dr. Leroy L. Parke, general 
practitioner in Canton for 46 years, was named 
“Man of the Year” by the Canton Chamber of 
Commerce at its annual banquet at the Masonic 
Temple Jan. 8. Dr. Parke received a lapel pin pro- 
claiming him as “1958 Man of the Year.” He has 
been mayor of the town, a member of the City 
Council, and served a number of terms as Republi- 
can County Chairman. 


Plan Fall Meeting for Hunters.—The Council of the 
South Dakota State Medical Association has voted 
to continue its “Fall Hunters’ Medical Meeting” in 
1959, which combines a medical program with 
pheasant hunting. Lectures are given each morning 
and evening with hunting in the afternoon. The 
meeting is usually held the first five days of the 
hunting season. Physicians from any part of the 
country are welcome to attend. Enrollment is limit- 
ed and applications are handled on a “first come, 
first served” basis. For information, write Mr. John 
C. Foster, Executive Secretary, South Dakota State 
Medical Association, 300 First National Bank Build- 
ing, Sioux Falls, §. D 


WASHINGTON 

Swedish Surgeon Named Walker—Ames Professor.— 
Dr. John Philip Sandblom, president of the Univer- 
sity of Lund, Sweden, has been appointed a 
Walker—Ames Professor of Surgery at the University 
of Washington School of Medicine, Seattle, for a 
period of six weeks, during March and April, 1960. 
Dr. Sandblom, is an honorary fellow of the Ameri- 
can College of Surgeons, and is immediate past- 
president of the Swedish Surgical Society. He is 
founder of the International Surgical Club, and is 
the author of more than 70 research papers on sur- 
gical subjects. While at the university, Dr. Sand- 
blom will lecture to medical students and residents 
and will give research seminars and demonstration 
operations. 


GENERAL 

Neurological Surgeons Meeting in New York City. 
—The 50th meeting of the Society of Neurological 
Surgeons will be held at the Neurological Institute 
of New York, New York City, April 27-28, under the 
presidency of Dr. Leonard T. Furlow, St. Louis, 
who will present “The Neurosurgical Aspects of 
Neurilemommas of the Seventh Cranial Nerve” the 
morning of April 28. The institute is celebrating its 
50th anniversary. Fourteen papers are scheduled for 
presentation, including “Neutron Capture Therapy— 
Promise or Fantasy,” by Dr. Lee E. Farr, medical 
director, Brookhaven National Laboratory, Associ- 
ated Universities, Inc., Upton, Long Island. An 
exhibit of early New York neurosurgical contribu- 
tions has been arranged by Dr. Byron Stookey, 
Sharon, Conn. Discussions and a ladies’ program are 
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planned, and the annual dinner will be held April 
27, 7 p. m., at the Waldorf-Astoria. For information 
write Dr. Bronson S. Ray, 525 E. 68th St., New 
York 21. 


Committee for Information on Alaska.—An Inter- 
agency Research Advisory Committee was formed 
by representatives of the Alaska Department of 
Health, Alaska Native Health Service (U. S. Public 
Health Service), Arctic Aeromedical Laboratory 
(U. S. Air Force), and Arctic Health Research 
Center (U. S. Public Health Service) for the pur- 
pose of assisting scientific investigators in medical 
and allied fields who may wish to perform re- 
search in Alaska. The committee is prepared to 
assist investigators sponsored by a recognized in- 
stitution by explaining local situations, in meeting 
logistic difficulties, and in making available Alaskan 
facilities. Persons desiring such assistance should 
write Mr. E. M. Scott, Chairman, Interagency Re- 
search Advisory Committee, Arctic Health Research 
Center, Box 960, Anchorage, Alaska. 


Meeting on Goiter in Chicago.—The American 
Goiter Association will meet at the Drake Hotel, 
Chicago, April 30-May 2. Over 30 papers are sched- 
uled for presentation including “The Occurrrence 
of Iodinated Tyrosines in Human Plasma,” by Helen 
E. A. Farran, B.Sc., and R. Bird, Ph.D., London, 
England, and “Observations Concerning the Free 
Myo-Inositol of Thyroid Tissue,” by Dr. Norbert 
Freinkel, Dr. Sidney H. Ingbar, Dr. Charles J. 
Goodner, and Mr. Robert W. White, Boston, and 
Rex M. C. Dawson, Ph.D., Babraham, Cambridge, 
England. The presidential address will be given 
May 1, 2 p. m., by Dr. Warren H. Cole, Chicago, to 
be followed by the Van Meter prize essay and a 
round-table discussion, “Thyroid Carcinoma: Mor- 
phologic Types and Their Biologic Behavior,” mod- 
erated by Dr. Lewis B. Woolner, Rochester, Minn. 
For information write Dr. John C. McClintock, 
149% Washington Ave., Albany 10, N. Y., Secretary. 


National Convention on Tuberculosis.—The 1959 
annual meetings of the National Tuberculosis Asso- 
ciation, the American Trudeau Society, and the 
National Conference of Tuberculosis Workers will 
be held at the Palmer House, Chicago, May 24-29. 
An organizational meeting of the Governing Coun- 
cil of the NCTW is planned. Medical, public health, 
and nursing sessions will begin May 19, and general 
sessions will include an opening keynote program 
that morning. The American Trudeau Society com- 
mittee and council meetings will be held May 22-24. 
The Trudeau sessions will include two symposiums: 
“Pulmonary Emphysema” and “Smoke, Smoking, 
and Chest Diseases,” moderated by Drs. Richard V. 
Ebert, Little Rock, Ark., and Norton Nelson, New 
York City, respectively. The Amberson Lecture, 
“Viral Infections in Man: Problems and Progress,” 
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will be given by Dr. Frank L. Horsfall Jr., New York 
City, and the Robert Keeton Memorial Lecture, 
“Chronic Bronchitis: Clinical Characteristics, Patho- 
genesis, and Pathology,” will be given by Dr. 
Charles M. Fletcher, London, England. Case con- 
ferences and demonstrations are planned. For in- 
formation write the National Tuberculosis Associa- 
tion, 1790 Broadway, New York 19. 


Surgeons Plan Midsummer Tour.—The Internation- 
al College of Surgeons will conduct a midsummer 
postgraduate tour, and Dr. Ross T. McIntire, execu- 
tive director, will be the coordinator. Countries to 
be visited are the Netherlands, Denmark, Norway, 
Sweden, Finland, Russia, Austria, Germany, and 
France. Departures will be from New York July 17 
on the S. S. Nieuw Amsterdam or by plane July 24. 
Tour participants will take in the Amsterdam meet- 
ing of the college, July 25-26, and the Helsinki 
meeting, Aug. 8-9; spend three days in Leningrad, 
Aug. 11-13, and three days in Moscow, Aug. 15-17; 
and meet with the fellows of the I. C. S. in Vienna, 
Aug. 19-20. Plane passengers will return to New 
York Aug. 27 and boat passengers will arrive 
Sept. 2. For information, write to Dr. Ross T. 
McIntire, executive director, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10. 


Meeting on College Health in Philadelphia.—The 
American College Health Association will hold its 
37th annual meeting at the Warwick Hotel in Phila- 
delphia May 6-9. The speaker at the association 
banquet, May 7, will be Dr. Richard A. Kern, 
Philadelphia, emeritus professor of medicine, Tem- 
ple University School of Medicine, rear admiral, 
M. C., U. S. N. R., retired, and former president of 
the American College of Physicians. Dr. Donald A. 
Dukelow, Chicago, will address delegates during 
the opening general session May 6. The organization 
comprises some 300 colleges and _ universities 
throughout the United States and Canada, and 
there are about 500 individual members, most of 
whom are physicians and nurses engaged in student 
medicine at the college level. For information, 
write: Dr. Bruce S. Roxby, Chairman, Committee 
on Local Arrangements, Temple University Health 
Service, Broad Street at Montgomery Avenue, Phila- 
delphia 22. 


Student Meeting in Chicago.—Scientific papers will 
be presented by medical students and residents for 
the first time at the ninth annual convention of the 
Student American Medical Association April 30- 
May 3 at the Sheraton Hotel, Chicago. The papers 
will deal with such medical topics as cancer, hor- 
mones, internal parasites, and blood cholesterol 
levels. Eight medical students and three residents 
will present their papers at scientific sessions May 1 
and 2. Featured speakers will be Dr. Alton E. 
Ochsner, New Orleans, who will discuss smoking 
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and its relationship to lung cancer at the Saturday 
session, and Dr. Corbett H. Thigpen, Augusta, Ga., 
psychiatrist, who wrote “The Three Faces of Eve.” 
Eight scientific exhibits, prepared by students, and 
four prepared by interns and residents, will be on 
view during the meeting. The House of Delegates 
will meet on April 30 and May 3. The Woman’s 
Auxiliary to SAMA will hold its second annual meet- 
ing simultaneously. The annual banquet and dance 
May 1 will feature Carl C. Byers, Cleveland, speak- 
ing on “He Who Laughs—Lasts!” The choir from 
the Wayne State University College of Medicine, 
Detroit, will sing. A new feature of the meeting will 
be a photographic salon, which will show pictures 
of both medical and general interest. For informa- 
tion, write the Student American Medical Associa- 
tion, 430 N. Michigan Ave., Chicago 11. 


Meeting on Cleft Palate Rehabilitation.—The 17th 
annual meeting of the American Association for 
Cleft Palate Rehabilitation will be held April 30- 
May 2 at the Sheraton Hotel, Philadelphia, under 
the presidency of Jack Matthews, Ph.D., Pittsburgh. 
April 30 will be devoted to a short course on prob- 
lems associated with rehabilitation of individuals 
with cleft lips and palates and will include round- 
table discussions. The general sessions will include 
the following papers by foreign authors: 
Cephalometric Measurements on Adult Patients with Un- 
operated Cleft Palates, Drs. Fernando Monasterio and 
Alfonso Serrano Rebeil, Mexico, D.F., Mexico. 

Cleft Lip and Palate in Twins and Offspring of Twins, Eliza- 
beth Curtis, M.A., Toronto, Canada. 

Speech Analysis of Over 20 Children, Prior and Following 
Pharyngeal Flap Type Repair, Margaret Hamlen, L.C.S.T., 
Toronto, Canada. 

The annual business meeting is planned for 3:30 

p. m., May 1. Fee for nonmembers is $3. For infor- 

mation, write D. C. Spriestersbach, Ph.D., Depart- 

ment of Otolaryngology, University Hospitals, lowa 

City, lowa, Secretary-Treasurer. 


Training Program in Steroid Biochemistry.—The 
Worcester Foundation for Experimental Biology, 
Shrewsbury, Mass., with the department of chem- 
istry, Clark University, Worcester, Mass., and the 
department of biochemistry, College of Medicine, 
University of Utah, Salt Lake City, announced the 
1959-1960 session of the Training Program for 
Steroid Biochemistry. “To alleviate the shortage of 
qualified trained personnel in steroid research,” a 
program will be sponsored by the U. S. Public 
Health Service through the National Cancer Insti- 
tute, National Institutes of Health. The courses 
will stress both theoretical and practical aspects as 
well as specialized laboratory techniques in steroid 
research. Postdoctoral candidates (M.D. or Ph.D.) 
selected for admission both at Worcester and Utah 
will receive stipends of $5,500 for one year. Pre- 
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doctoral candidates (B.S., M.S., or equivalent) 
selected for admission (only at Worcester) will 
receive stipends of $1,800 for a six-month period. 
Send inquiries and requests for applications to: 
Dr. Kristen Eik-Nes, Department of Biochemistry, 
College of Medicine, University of Utah, Salt Lake 
City. Classes start Oct. 1. Final date for completion 
of application is June 1. 


Meeting of Pediatricians.—The 69th annual meeting 
of the American Pediatric Society will be held 
May 6-8 at The Inn, Buck Hill Falls, Pa., under the 
presidency of Dr. Joseph Stokes Jr., who will pre- 
sent the presidential address May 6, 8 p. m. Guest 
speaker at the first session will be Dr. George Siim, 
State Serum Institute, Copenhagen, Denmark, will 
present “Studies on Acquired Toxoplasmosis.” Of 
the 97 papers scheduled for presentation the follow- 
ing include foreign authors: 


Relation of Intracellular Ions to Metabolite Sequences in 
Kwashiorkor, Drs. Jack Metcalf, Chicago, Silvestre Frenk, 
Mexico, D.F., Mexico, and Irena Antonowicz, M.S., Boston. 

Motions of the Pharynx and Larynx with Aeration of the 
Lung at Birth, Drs. James F. Bosma, Salt Lake City, Utah, 
and John Link, Stockholm, Sweden. 

Familial Pulmonary Fibrosis and Its Relationship with the 
Hamman-Rich Syndrome, Drs. Bernard Laski, W. L. Don- 
ohue, J. D. Munn, and Irene Uchida, Ph.D., Toronto, 
Canada. 


A business meeting is planned for May 7, 8:30 p. m. 
For information write Dr. Aims C. McGuinness, 
Secretary-Treasurer, American Pediatric Society, 
2800 Quebec St., N. W., Washington 8, D. C. 


Dr. Boggs to Direct Fund for Education.—Dr. 
Robert Boggs was appointed director of the Basic 
Medical Research Program by the National Fund 
for Medical Education. The Medical Research 
Program, recently organized by the national fund, 
will administer funds raised by local United Funds 
and Community Chests, affiliated with the United 
Community Funds and Councils of America, for 
support of fundamental basic research on a na- 
tional scale. The fund reportedly will not compete 
with the national voluntary health agencies which 
sponsor large numbers of research projects in spe- 
cific fields, “but rather will complement the basic 
research activities which are a part of these pro- 
grams by initiating research principally in areas 
that are not ordinarily covered by specific research 
projects.” Dr. Boggs is a former dean of the New 
York University Post Graduate Medical School 
where he served from 1948 to 1955. He is chair- 
man of the National Committee for Resettlement 
of Foreign Physicians and a consultant on medical 
projects of the Unitarian Service Committee. In 
1959, the National Fund for Medical Education 
will award grants of over 3 million dollars to the 
medical schools, bringing to nearly 19 million dol- 
lars the total awarded since 1951, when the first 
grants were made. 
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Grants to Aid School Faculties.—Twenty-five physi- 
cians, teachers, and research workers on the facul- 
ties of medical schools in the United States and 
Canada were appointed Markle Scholars in Medi- 
cal Science by the John and Mary R. Markle 
Foundation, New York. Each appointment carries 
with it a $30,000 grant, appropriated to the medi- 
cal school where the scholar will teach and do 
research, to be used toward his support and to aid 
his research. In the 12 years the fund has been 
making the scholar grants, over 250 doctors in 74 
medical schools in the U. S. and Canada have been 
aided with total appropriations of $7,550,000. The 
purpose of the program is “to strengthen medical 
education by offering academic security and finan- 
cial help to teachers and investigators in medical 
schools early in their careers.” There were more 
applicants for the grants this year than ever be- 
fore. The 25 scholars were selected from nominees 
from 65 medical schools by five committees of 
educators and other professional men through ex- 
tended interviews over three-day periods. The John 
and Mary R. Markle Foundation was established 
in 1927 by the late John Markle, Pennsylvania 
coal operator, “to promote the advancement and 
diffusion of knowledge . . . and the general good 
of mankind.” 


Awards for Heart Research._The American Heart 
Association announced the award of $1,562,243 to 
182 scientists engaged in a broad range of research 
studies, most of them in the category of basic re- 
search, aimed at pinpointing the underlying causes 
of heart and blood vessel disease. The awards, 
which went to individuals in 28 states, the District 
of Columbia, and two foreign countries, are for 12 
months, beginning July 1. Dr. Francis L. Chamber- 
lain, San Francisco, president of the association, 
pointed out that the awards were made possible 
through public contributions to the annual Heart 
Fund appeal. They represent the first part of the 
1959-1960 national research support program in 
which the national office of the American Heart 
Association participates jointly with its state and 
local affiliates. A second group of awards, represent- 
ing grants-in-aid, will be announced in the near 
future. The fellowship awards just announced in- 
clude provision for the association’s six “career 
investigators,” scientists selected to receive support 
throughout their productive lives. Also named were 
83 “established investigators.” This category of 
award provides five years of uninterrupted support 
to mature scientists conducting independent pro- 
grams of research. Ten established investigators 
also received supplementary grants to help under- 
write the costs of technical assistance, equipment, 
and supplies required for their research. Also named 
were 45 scientists as “advanced research fellows” 
and 48 as “research fellows.” 
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Conference on World Health.—The second National 
Conference on World Health will be held at the 
Statler Hotel in Washington, D. C., May 7-9, under 
the chairmanship of Dr. Milton §. Eisenhower, 
president of the Johns Hopkins University, Balti- 
more. Among those scheduled to speak is the Presi- 
dent of the United States. Arthur S. Flemming, Sec- 
retary of Health, Education and Welfare and Dr. 
Leroy E. Burney, Surgeon General, U. S. Public 
Health Service, and leaders in public health, medi- 
cine, science, and industry will participate as speak- 
ers or discussion leaders. Dr. Abraham Horwitz, 
director, Pan American Sanitary Bureau, Regional 
Office of the World Health Organization, will speak. 
Special topics will be taken up in panel discussions 
and study groups which will report at the end of the 
conference: (1) prospects for an International 
Health Year; (2) health and economic development; 
(3) health and the American image abroad; (4) prob- 
lems of health in relation to population changes; 
(5) training and exchange programs of public health 
personnel; (6) international health and medical re- 
search; and (7) the role of nongovernmental health 
organizations and individuals in the international 
promotion of public health. Any interested person 
may take part in the forum discussions and working 
parties of the conference. Registration will be May 
7, 10 a. m.-2 p. m. The fee is $3. Students may regis- 
ter free. The conference is held under the sponsor- 
ship of the National Citizens Committee for the 
World Health Organization, which sponsored the 
first National Conference on World Health in Wash- 
ington in 1953. For information, write Mr. Philip E. 
Nelbach, Executive Secretary, National Citizens 
Committee for the WHO, 1790 Broadway, New 
York 19, N. Y. 


Society News.—Dr. Lester R. Dragstedt, professor 
of surgery, University of Chicago, was reelected 
president of the National Society for Medical Re- 
search. Also reelected were vice-president, Dr. Al- 
fred Blalock, chief of surgery, Johns Hopkins 
University, Baltimore; and secretary-treasurer, Dr. 
Louis N. Katz, head of cardiovascular research, 
Michael Reese Hospital, Chicago——The Missis- 
sippi Valley Medical Society elected the following 
officers for 1959: president-elect, Arkell M. Vaughn, 
Chicago; Illinois vice-president, Frank H. Fowler, 
Chicago; Iowa vice-president, William J. Wolf, 
West Union; Kansas vice-president, Clarence H. 
Benage, Pittsburg; Minnesota vice-president, Jacob 
A. Bargen, Rochester; Missouri vice-president, 
Barney W. Finkel, St. Louis; Nebraska vice-presi- 
dent, Clyde L. Kleager, Hastings; North Dakota 
vice-president, Reuben H. Waldschmidt, Bismarck; 
South Dakota vice-president, Alonzo P. Peeke, 
Volga; Wisconsin vice-president, Wallace S$, Mar- 
shall, Watertown; secretary-treasurer, Harold Swan- 
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berg, Quincy, IIl.; assistant secretary-treasurer, 
Preston C. Hall, St. Louis; accounting officer, Jacob 
E. Reisch, Springfield, Ill. The 24th annual meeting 
will be held at the Hotel Chase, St. Louis, Sept. 29- 
Oct. 1, immediately preceding the American Medi- 
cal Writers’ Association meeting Oct. 2-3. The 
1959 president is Dr. Arthur F. Fritchen, Decorah, 
Ia., trustee, Iowa State Medical Society, elected 
Nov., 1957.-—Dr. Cecil M. Kohn, of Kansas City, 
Mo., was named president of the American College 
of Allergists, at the 15th annual congress of the col- 
lege, succeeding Dr. Merle W. Moore of Portland, 
Ore. Named president-elect is Dr. Giles A. Koelsche, 
Rochester, Minn. Other officers include Dr. Philip 
M. Gottlieb, Philadelphia, first vice-president; Dr. 
William B. Steen, Tucson, Ariz., second vice-presi- 
dent; and Dr. Meryl M. Fenton, of Detroit, sec- 
retary.——The Rocky Mountain Radiological Society 
has elected the following officers: Drs. George A. 
Unfug, Pueblo, Colo., president; Gerald S. Maresh, 
Denver, president-elect; Peter E. Russo, Oklahoma 
City, Okla., first vice-president; Paul E. Re Pass, 
Denver, second vice-president; John H. Freed, 4200 
E. Ninth Ave., Denver 20, secretary-treasurer; and 
H. Milton Berg, Bismarck, N. D., historian. The 
1959 meeting will be held at the Shirley-Savoy 
Hotel, Denver, Aug. 20-22. 


CANADA 

Laurentian Hormone Conference.—The 1959 
Laurentian Hormone Conference of the American 
Association for the Advancement of Science will be 
held at Mont Tremblant Lodge, Mont Tremblant, 
Quebec, Aug. 30-Sept. 4. Investigators interested in 
attending this conference should apply to the Com- 
mittee on Arrangements, Laurentian Hormone Con- 
ference, 222 Maple Avenue, Shrewsbury, Mass. The 
conference is arranged under four general headings: 
Mechanism of Hormone Action, Peptide Hormones, 
Thyroid Hormones, and Hormones and Metabolism. 
Papers by foreign participants will include “Hor- 
monal Activity of Active Polypeptides,” by Hector 
Croxatto and Livio Barnafi, Catholic University, 
Santiago, Chile, and “Influence of Hormones on 
Adipose Tissue as a Center of Fat Transport,” H. E. 
Wertheimer, The Hebrew University-Hadassah 
Medical School, Jerusalem, Israel. Applications will 
be screened and invitations issued by the Committee 
on Arrangements by June 12. 


Establish Lectureship in Ophthalmology.—Dr. 
Walter W. Wright, University of Toronto professor 
emeritus of ophthalmology, has been honored by a 
lectureship in his name established with funds 
raised by department of ophthalmology staff mem- 
bers, former students, and friends. Dr. Wright con- 
ceived and developed the postgraduate training of 
physicians in eye diseases, reportedly the first such 
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training in Canada, which began at the University 
of Toronto in 1941. Dr. Wright is also consultant to 
the Canadian National Institute for the Blind, the 
Toronto General Hospital, and the Hospital for 
Sick Children. He joined the University of Toronto 
staff in 1908, served as an ophthalmic specialist in 
the Canadian Army Medical Corps, returned to the 
university in 1921, and headed the department of 
ophthalmology from 1941 until retirement in 1946. 
The first Walter W. Wright lecture was given by 
Prof. Norman Ashton, ophthalmic pathologist of the 
Institute of Ophthalmology, London, England, who 
spoke on “A New Approach to the Problem of Dia- 
betic Retinopathy” at the Academy of Medicine 
Feb. 27. 


LATIN AMERICA 


Cuba Joins Malaria Eradication Drive.—The new 
Cuban government and the Pan American Health 
Organization recently pledged themselves to eradi- 
cating malaria and the carrier of urban yellow fever 
in Cuba. The agreement was signed by provisional 
President Manuel Urrutia and Minister of Health 
Dr. Julio Martinez Paez for Cuba and Dr. Abraham 
Horwitz, of Chile, director of the Pan American 
Sanitary Bureau, regional office for the Americas of 
the World Health Organization and PAHO’s oper- 
ating arm, for the international health organization. 
Cuba has supported the resolutions in favor of the 
hemisphere and global malaria eradication cam- 
paigns in Pan American Sanitary Conferences and 
World Health Assemblies, but only now has it been 
possible to start on an eradication program. Though 
begun in 1953, Cuba’s efforts toward eradicating the 
Aédes aegypti mosquito have been modest, report- 
edly because of lack of funds. Under the terms of 
the new agreement they will be expanded. 


FOREIGN 


Symposium on Sulfur.—The Third International Sym- 
posium on Sulfur Therapy will be held in Tabiano 
and in Salsomaggiore, Italy, May 8-10 on occasion 
of the inauguration of the new termae of Tabiano 
“Emilio Respighi.” Professors Demenico Cam- 
panacci, of the University of Bologna, and Carlo 
Bianchi, of the University of Parma, will preside. 
Italian and foreign scientists will participate and 
will read papers, including Dr. Piero P. Foa, of 
Chicago, and speakers from Austria, France, Hun- 
gary, and Spain. For information, write: Segreteria, 
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Third International Symposium on Sulfur Therapy, 
Institute di Patologia Medica, Ospedale Sant’Orsola, 
Bologna, Italy. 


Seminar of Ophthalmology in Tunis.—The first 
North African Seminar of Ophthalmology will be 
held in Tunis on May 3-6. The Societe Tunisienne 
d’Ophthalmologie will meet on the occasion of its 
third anniversary, and the opening of the Ophthal- 
mological Center will be a part of the seminar, at 
which Algerian and Moroccan Colleagues, will 
participate. The subjects will be the following: 
trachoma; keratoplasty; and recent advances in 
ophthalmology. Free communications (on internal 
medicine, ophthalmology, avitaminosis), film pro- 
jections, and operating sessions will be included. 
French, English, and Arabic will be accepted for 
the discussions. Excursions of one or three days will 
be organized at the end of the meeting. A special 
program will be prepared for ladies. For informa- 
tion, write Societe Tunisienne d’Ophthalmologie, 
Le Secretaire General, Dr. R. Mabrouk, Centre 
Ophthalmologique, Tunis. 


CORRECTION 

New Mexico Meeting in Las Cruces.—In THE Jour- 
NAL, March 28, page 1490, in the Medical News sec- 
tion, sessions for the annual meeting of the New 
Mexico Medical Society, May 6-7, were listed as 
being held at New Mexico State University, Albu- 
querque. This should have read Milton Hall at New 
Mexico State University, Las Cruces. 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN Boarp OF ANESTHESIOLOGY: Written. Various lo- 
cations, July 8, 1960. Final date for filing application is 
January 8. Sec., Dr. Forrest E. Leffingwell, 217 Farmington 
Ave., Hartford 5, Conn. ~ 

AMERICAN Boarp oF DenMaTOLocy: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp oF INTERNAL MepicinE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application is May 1. 
Oral. For candidates on the West Coast, Portland, Ore., 
Sept. 9-12. Final date for filing application was March 1. 
Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date far filing application was March 1. Sec.-Treas., 
Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 

AMERICAN Boarp OF NEUROLOGICAL SuRGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Leonard T. Furlow, Washington University School of 
Medicine, St. Louis 10. 
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AMERICAN BoarpD OF OssTETRICS AND GyNeEco.ocy: I. Oral 
and Clinical. Chicago, May 8-19. Formal notice of the exact 
time of each candidate’s examination will be sent him in 
advance of the examination dates. Candidates who partici- 
pated in the Part I examinations will be notified of their 
eligibility for the Part II examinations as soon as possible. 
Deadline for receipt of new and reopened application for 
the 1960 examinations is Aug. 1, 1959. Sec., Dr. Robert L. 
Faulkner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BoarD OF OPHTHALMOLOGY: Oral. Philadelphia, 
June 2-6; St. Louis, Oct. 6-10. Written. January 1960 in 
various cities. Applications for the 1960 written examina- 
tion must be filed before July 1. Sec., Dr. Merrill J. King, 
Box 236, Cape Cottage Branch, Portland, Maine. 

AMERICAN Boarp OF ORTHOPAEDIC SuRGERY: Part II. Chica- 
go, Jan. 19-21, 1960. The deadline for the receipt of ap- 
plication is Aug. 15, 1959. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 

AMERICAN Boarp oF OroLaryNcoLocy: Oral. Chicago, Oct. 
5-9. Final date for filing application is April 1. Sec., Dr. 
Dean M. Lierle, University Hospitals, Iowa City. 

AMERICAN Boarp oF Pepiatnics: Written. January 1960. 
Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN Boarp OF PHysiCAL MEDICINE AND REHABILITA- 
TION: Written, Part I, and Oral, Part II. Philadelphia, 
June 12-13. Final date for filing application was February 
15. Sec., Dr. Earl C. Elkins, 200 First St., S. W., Rochester, 
Minn. 

AMERICAN Boarp OF SurncERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports is July 1. Corresponding Secretary, Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN Boarp oF Procro.ocy: Oral and Written. Phila- 
delphia, September. Final date for filing application is 
March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsycHIATRY AND NeEuRoLocy: New 
Orleans, Mar. 16-17; Chicago, Oct. 19-20; New York, Dec. 
14-15. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp oF RapioLocy: Examination. Chicago, 
June 2-4, If needed a special examination will be offered 
at this time in Nuclear Medicine to diplomates in Radi- 
ology or Therapeutic Radiology. The deadline for filing 
applications is April 1. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

AMERICAN Boarp oF SuRGERY: Written examinations (Part 
1) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al- 
though the closing date for filing applications is August 1. 
Those completing training requirements after September 
30 cannot be considered for the Part I examination in 
December of the same year. Part II. Indianapolis, May 
11-12; Columbus, Ohio, May 14-15. Sec., Dr. John B. 
Flick, 1617 Pennsylvania Blvd., Philadelphia 3. 

Boarp oF TuHoracic SurGERY: Written. Various centers 
throughout the country, September 1959. Final date for 
filing application is July 1. Oral. September. Final date 
for filing application is July 1. Sec., Dr. William M. Tuttle, 
1151 Taylor Ave., Detroit 2, Mich. 

AMERICAN Boarp oF Uro.ocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 
1960. Final date for filing application is Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 
neapolis 26, Minn. 
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GOVERNMENT SERVICES 


NAVY 


Symposium on Nuclear Medicine.—The United 
States Naval Medical School, National Naval Medi- 
cal Center will present its second symposium on 
advances in nuclear medicine on May 9. This sym- 
posium will cover all aspects of the management 
of the acute radiation syndrome and the care of 
radiation casualties. The morning session will be 
devoted to a discussion of low background total 
body counting, while the afternoon session will 
cover the diagnosis, management, and treatment 
of acute radiation syndrome. Authorities sched- 
uled to appear for this symposium are Dr. C. E. 
Miller, Argonne National Laboratory; Dr. Fred- 
erick Reines, Los Alamos Scientific Laboratory; 
Dr. M. A. Van Dilla, Los Alamos Scientific Lab- 
oratory; Dr. R. C. McCall, General Electric Com- 
pany; Commander H. J. Waters, Technical Assist- 
ant for Science Advisor, White House; Dr. Gordon 
Brownell, Massachusetts General Hospital; Dr. Eu- 
gene Cronkite, Brookhaven National Laboratory; 
Major Kent Woodward, MC, USA, Walter Reed 
Institute of Research; Dr. Gordon Zubrod, Na- 
tional Cancer Institute; Dr. H. D. Bruner, Division 
of Biology and Medicine, Atomic Energy Com- 
mission; Dr. F. P. Ellinger, U. $. Naval Medical 
Research Institute; Lieut. Col. Gerald McDonnell, 
Office of the Army Surgeon General; Dr. Gould A. 
Andrews, Oak Ridge Institute of Nuclear Studies; 
and Commander William McFarland, MC, USN, 
United States Naval Hospital. 

There is no registration: fee, and all those in- 
terested are invited to attend. A special luncheon 
program, at which Dr. Robert H. Hasterlik of the 
Argonne Cancer Research Hospital will speak, wil! 
be given at the Commissioned Officers’ Club, Na- 
tional Naval Medical Center. For further informa- 
tion one may contact the Commanding Officer, 
U. S. Naval Medical School, National Naval Medi- 
cal Center. 


VETERANS ADMINISTRATION 


Big Brother System.—A unique “big-brother” system 
is being used by hospitalized veterans in their fight 
against mental illness. Recovering patients at the 
VA mental hospital in Salisbury, N. C., have formed 
a society known as “The Helping Hand,” in which 
each member holds himself responsible for more 
seriously ill patients. Dr. S. J. Muirhead, manager 
of the hospital, said the society has proved an effec- 
tive form of help for both its members and non- 
members. Improved patients can help less fortunate 
patients towards recovery in ways that the hospital 
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staff cannot, since patients ofttimes notice improve- 
ment in the condition of their companions and thus 
become aware that their own improvement is pos- 
sible. The society's membership is restricted to pa- 
tients approved by its own screening committee and 
elected by unanimous vote. 


Personal.—Dr. Irvin J. Cohen was appointed assist- 
ant chief medical director for planning to succeed 
Dr. William W. Fellows, who retired in March. 
Dr. Cohen will direct the medical care program for 
VA’s 171 hospitals, about 100 outpatient clinics, 
and 17 domiciliary homes. He has been a deputy 
director for planning since August, 1958. 


PUBLIC HEALTH SERVICE 


Traineeship in Neurology.—A special traineeship 
program, under the direction of the National Insti- 
tute of Neurological Diseases and Blindness, was 
initiated about three years ago to increase the num- 
ber of investigators competent to meet the complex 
problems presented by neurological and sensory 
disorders. Since its inception, 163 persons have 
received one to three years of training at 48 insti- 
tutions in the United States and 16 institutions in 
seven foreign countries. To qualify for an award, 
the candidate should have an M.D., Ph.D., or other 
equivalent degree and at least three years of train- 
ing or experience pertinent to the training for which 
he seeks support. The applicant must be a United 
States citizen or have filed a declaration of intent. 

Awards generally are made for not less than nine 
months and not more than one year, but all awards 
are subject to renewal for periods up to five years. 
Stipends are determined individually in accordance 
with each applicant’s qualifications and the finan- 
cial support needed to obtain the training applied 
for. Such stipends may range from $6,500 to $17,500 
a year. Traineeships frequently are used by basic 
scientists and clinicians to obtain prolonged and 
thorough training in highly specialized areas related 
to their previous experience. For instance, a pedia- 
trician may wish to take specialized training in 
neurology, ophthalmology, or otolaryngology; and 
a pathologist, anatomist, or pharmacologist may 
wish to receive training in the neurological aspects 
of his discipline. Other candidates seek to increase 
competence and knowledge in a particular facet of 
a chosen field for a shorter period. For example, 
academic and medical faculty members in increas- 
ing numbers are using this program to broaden 
their research experience during sabbatical or other 
institutional leaves of absence. Requests for com- 
plete information about the special traineeship pro- 
gram and application forms should be addressed to 
Chief of Extramural Programs, National Institute of 
Neurological Diseases and Blindness, National In- 
stitutes of Health, Bethesda 14, Md. 


- 
; 
ct 


148/2050 


J.A.M.A., April 25, 1959 


DEATHS 


Barbour, Fredric Leaworth ® Chicago; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1911; served 
on the faculty of his alma mater; associated with 
the Illinois Central Hospital, where he died 
Feb. 7, aged 74. 


Blumenthal, Basil ® Washington, D. C.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1934; specialist certified by the 
American Board of Internal Medicine; veteran of 
World War II; clinical assistant professor of medi- 
cine; Georgetown University School of Medicine; 
associated with the Washington General Hospital 
and the Georgetown University Hospital, where 
he died Dec. 6, aged 49. 


Brown, Charles Arthur, Kansas City, Mo.; Univer- 
sity Medical College of Kansas City, 1905; died in 
the University of Kansas Medical Center Jan. 11, 
aged 76. 


Brown, Grover Cleveland ® Ste. Marie, IIl.; Barnes 
Medical College, St. Louis, 1905; member of the 
American Psychiatric Association; served as man- 
aging officer of the Jacksonville (Ill.) State Hospital; 
at one time district health superintendent for the 
state; died in St. Anthony Memorial Hospital, 
Effingham, Nov. 30, aged 73. 


Buch, Samuel Montgomery ® New York City; Uni- 
versity and Bellevue Hospital Medical College, 
New York City, 1905; past-president and charter 
member of the Bronx Gynecological and Obstet- 
rical Society; consultant, Jewish Memorial Hospital; 
died Jan. 24, aged 76. 


Burnham, Leon Ray ® Augusta, Maine; Tufts Col- 
lege Medical School, Boston, 1930; veteran of 
World War II; chief of physical medicine and re- 
habilitation at the Veterans Administration Center, 
Togus; died Jan. 21, aged 52. 


Burns, Emmet Samuel, Beaver Falls, Pa.; Western 
Pennsylvania Medical College, Pittsburgh, 1891; 
died in Ellwood City Jan. 27, aged 90. 


Burrows, Byron L., Mount Pleasant, Tenn.; Me- 
harry Medical College, Nashville, Tenn., 1915; died 
in the Hubbard Hospital, Nashville, Jan. 15, 
aged 70. 


Burton, Robert Elmore, Kingston, Ga.; Eastern Uni- 
versity School of Medicine, Baltimore, 1913; past- 
president of the Bartow County Medical Society; 


@ Indicates Member of the American Medical Association. 


held the post of mayor; served as president of the 
Kingston Lions Club; died in the Floyd County 
Hospital, Rome, Jan. 17, aged 68. 


Byars, Alfred Henry, Coronado, Calif.; Barnes 
Medical College, St. Louis, 1898; veteran of World 
War I; died Jan. 19, aged 86. 


Caro, Alfred, Elmhurst, N. Y.; Friedrich-Wilhelms-— 
Universitat Medizinische Fakultat, Berlin, Prussia, 
Germany, 1910; died in the Physicians Hospital, 
Jackson Heights, Dec. 27, aged 73. 


Cary, Raymond John ® Long Beach, Calif.; Johns 
Hopkins University School of Medicine, Baltimore, 
1912; veteran of World War I; associated with the 
Seaside Memorial Hospital, where he died Jan. 7, 
aged 73. 


Chalmers, Duncan Macfarlane ® Long Beach, 
Calif.; Boston University School of Medicine, 1934; 
veteran of World War II; certified by the National 
Board of Medical Examiners; formerly associated 
with the Indian Service in Juneau, Alaska; died 
Jan. 10, aged 51. 


Cloyd, John Archer, Upper Darby, Pa.; University 
College of Medicine, Richmond, 1912; for many 
years a medical officer in the U. S. Navy; served on 
the staffs of the Presbyterian Hospital in Philadel- 
phia, Bryn Mawr (Pa.) Hospital, and the Delaware 
County Hospital in Drexel Hill, where he died 
Jan. 20, aged 68. 


Cook, Albert Thomas, Zapata, Texas; Southern 
Methodist University Medical Department, Dallas, 
1912; for many years city and county health officer 
for Laredo and Webb County; health officer of 
Zapata County; died in the Mercy Hospital, 
Laredo, Jan. 21, aged 68. 


Cooley, Chester Lynn @ San Francisco; Stanford 
University School of Medicine, San Francisco, 1928; 
specialist certified by the American Board of Ob- 
stetrics and Gynecology; on the faculty of the 
Stanford University School of Medicine; associated 
with Stanford University Hospitals, St. Elizabeth’s 
Infant Hospital, Children’s Hospital, and the Mary’s 
Help Hospital; on the editorial board of the 
Western Journal of Surgery, Obstetrics and Gyne- 
cology; died Jan. 22, aged 64. 


Corbett, Joseph Horace, Jasper, Fla.; Atlanta 
College of Physicians and Surgeons, 1901; died 
Jan. 25, aged 80. 
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Counts, William L. ® Chillicothe, Ohio; Medical 
College of Ohio, Cincinnati, 1897; an honorary 
member of the Chillicothe General Hospital staff; 
died Jan. 12, aged 92. 


Cox, J. Emit @ Fresno, Calif.; Central Medical 
College of St. Joseph, Mo., 1895; for 30 years mem- 
ber of the board of the Fresno County Tuberculosis 
Association; at one time practiced in Coalinga, 
where he was school physician in the Coalinga 
School District and city health officer; died Dec. 28, 
aged 93. 


Crawford, Georgina Lily Urquhart ® East Orange, 
N. J.; University of Toronto Faculty of Medicine, 
Toronto, Ontario, Canada, 1905; on the medical 
staff of the New Jersey Bell Telephone Company 
and Essex County Girls’ Vocational School in 
Newark; served on the staff of Orange Memorial 
Hospital, where she died Feb. 2, aged 76. 


Creskoff, Adolph Jay ® Philadelphia; University of 
Pennsylvania School of Medicine, Philadelphia, 
1934; associate professor of clinical medicine at his 
alm.a mater; chief of hematology section, Hospital 
of the University of Pennsylvania; consultant in 
hematology, Veterans Administration Hospital in 
Philadelphia; consultant in hematology at the Dela- 
ware County Hospital in Drexel Hill, Pa.; died Jan. 
22, aged 50. 


Darling, Herbert Henry @ San Rafael, Calif.; Har- 
vard Medical School, Boston, 1925; veteran of 
World Wars I and II; served as chief of the medical 
section of the Veterans Administration regional 
office in San Francisco, where he was formerly on 
the staffs of St. Francis, Stanford, and Children’s 
hospitals; died Jan. 23, aged 58. 


Davies, Daniel Jenkin ® Cincinnati; Miami Medical 
College, Cincinnati, 1900; specialist certified by 
the American Board of Obstetrics and Gynecology; 
on the faculty of the University of Cincinnati Col- 
lege of Medicine; associated with Bethesda, Dea- 
coness, and Good Samaritan hospitals; died in the 
Christ Hospital Jan. 27, aged 87. 


De Ferari, George Joseph, Brooklyn; University 
and Bellevue Hospital Medical College, New York 
City, 1925; interned at St. Vincent’s Hospital in 
New York City; associated with the Brooklyn 
Doctors Hospital; for many years associated with 
the Brooklyn Hospital; died Jan. 10, aged 60. 


Dickson, Archibald John @ La Crescenta, Calif.; 
McGill University Faculty of Medicine, Montreal, 
Que., Canada, 1903; formerly on the staff of the 
Willard Parker Hospital in New York City; died in 
the Alta Vista Hospital, Pasadena, Jan. 11, aged 80. 


Dixon, William Harvey, Rocky Mount, N. C.; 
Jefferson Medical College of Philadelphia, 1919; 
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served as medical examiner for the Royal Arcanum 
for 37 years; died in the Park View Hospital 
Jan. 23 aged 63. 


Dodd, David Wallace @ Louisville, Ky.; University 
of Louisville (Ky.) School of Medicine, 1917; veter- 
an of World Wars I and II; assistant chief medical 
officer for the Veterans Administration; at various 
times associated with Veterans Administration hos- 
pitals in Lexington, Murfreesboro, Tenn., and Nash- 
ville, Tenn.; died in the Norton Memorial Infirmary 
Jan. 15, aged 66. 


Dudley, Will Kenney, Paris, Ky.; Kentucky Univer- 
sity Medical Department, Louisville, 1904; died in 
St. Joseph Hospital, Lexington, Jan. 17, aged 80. 


Elliott, Joseph Norman ® Bloomington, Ill.; North- 
western University Medical School, Chicago, 1921; 
specialist certified by the American Board of Oto- 
laryngology; member of the American Academy of 
Ophthalmology and Otolaryngology; associated 
with the Brokaw Hospital in Normal and the Men- 
nonite Hospital; veteran of World War I; died 
Jan. 21, aged 64. 


Elliot, Robert Edwin ® Van Nuys, Calif.; Loyola 
University School of Medicine, Chicago, 1932; on 
the staff of the Valley Hospital; died Jan. 17, 
aged 51. 


Engelman, Bruno Simon ® Buffalo, N. Y.; Fried- 
rich-Wilhelms—Universitat Medizinische Fakultat, 
Berlin, Prussia, 1921; member of the American 
Academy of general practice; on the staff of the 
Millard Fillmore Hospital; served a residency at 
the State Institute for the Study of Malignant Dis- 
eases; died Jan. 10, aged 63. 


Forsythe, William Alexander, Philadelphia; Uni- 
versity of Pennsylvania School of Medicine, Phila- 
delphia, 1917; also a graduate in pharmacy; on 
the staff of the Mercy-Douglass Hospital; died 
Jan. 19, aged 74. 


Friedman, Harry Falk ® Miami Shores, Fla.; Van- 
derbilt University School of Medicine, Nashville, 
Tenn., 1912; specialist certified by the American 
Board of Radiology; veteran of World War I; served 
on the faculty of his alma mater; formerly prac- 
ticed in Boston, where he was on the faculty of 
Tufts College Medical School, and was associated 
with the Boston Dispensary, Westboro (Mass.) State 
Hospital, Beth Israel Hospital, Massachusetts Me- 
morial Hospital, and New England Hospital for 
Women and Children; died Jan. 23, aged 68. 


Garst, Virgil Paul, Malad City, Idaho; St. Louis 
University School of Medicine, 1913; Oneida 
County examining physician for Selective Service 
inductees during World War II; formerly member 
of the school board; served on the staff of the 
Oneida County Hospital; died Jan. 13, aged 78. 
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Ghering, Harold Alfred ® Edinboro, Pa.; University 
of Pittsburgh School of Medicine, 1913; veteran of 
World War I; for many years physician for Edin- 
boro State Teachers College; on the staffs of the 
Hamot and St. Vincent's hospitals in Erie; vice- 
president of the First National Bank; died in the 
Hamot Hospital, Erie, Jan. 25, aged 72. 


Goodwin, Frank Perry ® Jamestown, N. Y.; Cornell 
University Medical College, New York City, 1906; 
specialist certified by the American Board of 
Internal Medicine; fellow of the American College 
of Physicians; veteran of World War I; past-presi- 
dent of the Chautauqua County Medical Society; 
member of the staffs of the Jamestown General 
and Woman’s Christian Association hospitals; died 
Jan. 16, aged 76. 


Gosnell, Thomas E. ® Louisville, Ky.; University 
of Louisville Medical Department, 1886; died 
Jan. 7, aged 99. 


Graves, Stephen Monroe ® Clarksville, Ark.; 
(licensed in Arkansas in 1903); died Feb. 1, aged 88. 


Greene, Garland Vestal, Mocksville, N. C.; North 
Carolina Medical College, Charlotte, 1916; veteran 
of World War I; served as county coroner; died 
Jan. 27, aged 68. 

Gross, Leroy Calderwood @ Auburn, Maine; Tufts 
College Medical School, Boston, 1930; on the staffs 
of the St. Mary’s General Hospital and the Central 
Maine General Hospital in Lewiston, where he 
died Jan. 23, aged 60. 


Hancock, Virgil Kinney © Seattle; Northwestern 
University Medical School, Chicago, 1919; veteran 
of World War I; died in the Swedish Hospital Jan. 
13, aged 68. 


Handelman, Milton S. ® Chicago; University of 
Illinois College of Medicine, Chicago, 1933; associ- 
ated with Weiss Memorial and Mount Sinai 
hospitals; died in Hollywood, Fla., Feb. 5, aged 51. 


Hane, Richard Lincoln @ Pacific Grove, Calif.; 
Ohio State University College of Medicine, Colum- 
bus, 1924; fellow of the American College of 
Surgeons; past-president of the Monterey County 
Medical Society and the Monterey Academy of 
Medicine; formerly practiced in Fort Wayne, Ind., 
serving as president of the Allen County Medical 
Society and as secretary of the Fort Wayne Medical 
Society; veteran of World War II; formerly held 
a fellowship at the Mayo Clinic in Rochester, 
Minn.; associated with the Peninsula Community 
Hospital in Carmel and the Monterey Hospital, 
where he died Jan. 25, aged 58. 


Hanson, Adolph Melanchton ® Faribault, Minn.; 
born in St. Paul Sept. 11, 1888; Northwestern Uni- 
versity Medical School, Chicago, 1911; member of 
the Central Society for Clinical Research; past-vice- 
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president of the Minnesota State Medical Associa- 
tion, which in 1933 awarded him a gold medal in 
recognition of his isolation of the parathyroid hor- 
mone; in December, 1932, the U. S. Patent Office 
confirmed Dr. Hanson’s claim to the discovery; Dr. 
Hanson made the Smithsonian Institution, Wash- 
ington, D. C., the benefactor of all royalties for 
the furtherance of scientific research; in 1927 
awarded the first prize for work on parathyroid 
gland by the Minnesota Society of Internal Medi- 
cine; in 1935 awarded the gold medal of the 
Southern Minnesota Medical Association for his 
exhibit at the state meeting; the following year 
named an associate in research of the Philadelphia 
Institute for Medical Research; veteran of World 
Wars I and II; on the staff of St. Lucas Hospital; 
inventor of dural separator and bone elevator used 
in brain surgery; for many years in charge of the 
Hanson Research Laboratory and donated its scien- 
tific equipment to the chemistry department of St. 
Olaf College in Northfield, July, 1942, to be per- 
petuated as a special laboratory for advanced stu- 
dents; in 1943 St. Olaf College conferred on him 
the honorary degree of doctor of science in recog- 
nition of his work on the isolation of the active 
principle of various hormones; author of “Practical 
Helps in the Study and Treatment of Head In- 
juries,” 1925; also wrote a chapter, Management of 
Gunshot Wounds of the Head and Spine, in Vol- 
ume XI, the Medical Department of the U. S. Army 
in the World War; contributor of numerous articles 
on parathyroid and thymus glands, head, spine, 
and superficial nerve surgery; died Jan. 15, aged 70. 


Haworth, Edgar Sylvester ® Wichita, Kan.; Kansas 
City (Mo.) Hahnemann Medical College, 1907; died 
Jan. 9, aged 78. 


Heaps, Carrie Erdman, Shamokin, Pa.; Woman's 
Medical College of Baltimore, 1907; died in the 
Shamokin State Hospital Jan. 5, aged 75. 


Heine, William Howard @ Fremont, Neb.; Uni- 
versity of Nebraska College of Medicine, Omaha, 
1905; also a pharmacist; specialist certified by the 
American Board of Otolaryngology; member of 
the American Academy of Ophthalmology and 
Otolaryngology; served during World War I; on 
the staff of the Dodge County Community Hos- 
pital; died Jan. 24, aged 81. 


Hetrick, Llewellyn Evans, Hampton, Conn.; born 
in Lancaster, Pa., Dec. 11, 1875; Hahnemann Medi- 
cal College and Hospital, Philadelphia, 1898; 
specialist certified by the American Board of Oto- 
laryngology; life member of the American Academy 
of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; member of the 
New York Academy of Medicine; formerly asso- 
ciated with the New York Medical College, Flower 
and Fifth Avenue Hospitals and the New York 
Polyclinic Medical School and Hospital in New 
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York City, where he served on the staffs of the 
Metropolitan and Flower and Fifth Avenue hos- 
pitals; veteran of World War I; following the war, 
was active for 22 years in the medical officers re- 
serve corps, with the rank of colonel, and was 
retired in 1955, according to Army regulations; 
during World War II was active as examining 
physician in the Selective Service System; died in 
Colchester Jan. 20, aged 83. 


Hilldrup, Don Guernsey ® Colonel, U. S. Army, 
retired, Indianapolis; born in Windfall, Ind.,; Nov. 
9, 1887; Indiana University School of Medicine, 
Indianapolis, 1915; after serving an internship at 
the Indianapolis City Hospital, entered the medical 
corps of the U. S. Army in 1917 and served with 
both the American Expeditionary Forces and the 
Army of Occupation in Germany until 1920; later 
served at various Army posts; during World War II 
established military hospitals in Central Africa 
and later was surgeon of the Fifth and Sixth U. S. 
Army Service Commands; awarded the Legion of 
Merit; retired Aug. 31, 1948; at one time a member 
of the Army Medical Retirement Board in Wash- 
ington, D. C.; served for three years as medical 
director of the Indianapolis American Red Cross 
Blood Bank; fellow of the American College of 
Surgeons; died in the Memorial Clinic of Indian- 
apolis Jan. 28, aged 71. 


Hine, Ulis Bryan ® Indianapolis; Indiana Univer- 
sity School of Medicine, Indianapolis, 1925; served 
as Marion County deputy coroner and member of 
the medical staff of the Indianapolis Motor Speed- 
way; associated with the Methodist and St. Francis 
hospitals, and the Community Hospital, where he 
died Jan. 26, aged 61. 


Houloose, James ® Los Angeles; Rush Medical 
College, Chicago, 1920; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Psychiatric Association; 
veteran of World War II; for many years associated 
with the board of education of Long Beach; served 
with the Veterans Administration; died Jan. 11, 
aged 69. 


Hubbard, Samuel Thatcher Sr. ® Hackensack, N. J.; 
University of Vermont College of Medicine, Bur- 
lington, 1907; specialist certified by the American 
Board of Ophthalmology; at one time secretary of 
the Bergen County Medical Society; on the staffs 
of the Holy Name Hospital in Teaneck and the 
Hackensack Hospital; died in the Veterans Ad- 
ministration Hospital, New York City, Dec. 23, 
aged 77. 


Ives, Grace D. ® Great Barrington, Mass.; Wom- 
an’s Medical College of the New York Infirmary 
for Women and Children, New York City, 1897; 
died Nov. 21, aged 97. 
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James, Theodoric V., Columbus, Miss.; Meharry 
Medical College, Nashville, Tenn., 1899; died in 
the Doster Hospital Jan. 15, aged 86. 


Jefferson, James J., Johnstown, Pa.; born in 1874; 
Jefferson Medical College of Philadelphia, 1904; 
past-president of the Cambria County Medical 
Society, which in July, 1955, honored him for 50 
years spent in the medical profession; at that time 
also was presented a plaque from the Medical 
Society of the State of Pennsylvania commemora- 
ting his long service as a physician; fellow of the 
American College of Surgeons; formerly surgeon 
of the Johnstown Plant, Bethlehem Steel Company, 
and Johnstown Works, U. S. Steel Corporation; 
for many years on the staff of the Conemaugh 
Valley Memorial Hospital; where he died Jan. 23, 
aged 84. 


Johnson, Arthur Waldren ® Hales Corners, Wis.; 
Queen’s University Faculty of Medicine, Kingston, 
Ont., Canada, 1914; served overseas with the 
Canadian Army during World War I; fellow of 
the American College of Surgeons; associated with 
the Columbia Hospital and the Milwaukee Hos- 
pital. where he died Jan. 23, aged 69. 


Jones, Ralph Roy ® Winchester, Ill.; Barnes Medi- 
cal College, St. Louis, 1905; served as president of 
the school board; associated with the Illini Com- 
munity Hospital in Pittsfield; died Dec. 14, aged 84. 


Kapnick, Israel ® Providence, R. I.; Harvard Medi- 
cal School Boston, 1938; certified by the National 
Board of Medical Examiners; specialist certified by 
the American Board of Surgery; fellow of the 
American College of Surgeons; a cancer consult- 
ant to the state department of health; associated 
with the Charles V. Chapin Hospital, Miriam 
Hospital, and the Roger Williams General Hospital; 
died in the Rhode Island Hospital Jan. 3, aged 45. 


Kelly Leo Joseph, ® Trenton, N. J.; Georgetown 
University School of Medicine, Washington, D. C., 
1935; certified by the National Board of Medical 
Examiners; served an internship at the St. Francis 
Hospital in Trenton and Fitzgerald-Mercy Hos- 
pital in Darby, Pa.; veteran of World War II; 
associated with the Wills Eye Hospital and the 
Philadelphia General Hospital in Philadelphia; 
died in Yardley, Pa., Jan. 30, aged 50. 


King, William Franklin ® Indianapolis; Ohio Medi- 
cal University, Columbus, 1898; for many years 
state health commissioner and secretary of the 
state board of health, and head of the first division 
of adult hygiene and geriatrics; a member of the 
planning committee of President Hoover's White 
House Conference on Child Health and Protection; 
wrote the constitution for the National Association 
of Nursing Homes and last year received a plaque 
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citing his service; past-president of the Indianapolis 
and state Exchange clubs; died in the Methodist 
Hospital Jan. 27, aged 84. 


Kinnaird, Virgil Gibney ® Lancaster, Ky.; born in 
Lancaster Oct. 16, 1890; Jefferson Medical College 
of Philadelphia, 1913; served as councilor of the 
Seventh District of the Kentucky State Medical 
Association; member of the American Academy of 
General Practice; served overseas during World 
War I; honored by the Lancaster Junior Chamber 
of Commerce when he was designated as the “Out- 
standing Citizen of the Year”; past-president of the 
Garrard County Medical Society; past-president of 
the Lancaster Rotary Club; a director of the Centre 
College of Kentucky in Danville, where he served 
as a trustee for Kentucky School for the Deaf; 
served as chief of staff of the Garrard County Me- 
morial Hospital; associated with the Ephraim Mc- 
Dowell Memorial Hospital in Danville; died Jan. 
11, aged 68. 


Kline, Samuel ® Sioux City, Iowa; Sioux City 
College of Medicine, 1908; served on the faculty of 
his alma mater; associated with the St. Joseph 
Mercy, St. Vincent's and Lutheran hospitals; died 
Jan. 22, aged 76. 


Knight, Robert, Seneca Falls, N. Y.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1902; veteran of World War I; 
health officer for the town of Seneca Falls and 


outlying districts, a position which he held for 
more than 30 years; formerly associated with the 
New York State Department of Health in Albany; 
on the staff of the Seneca Falls Hospital; died in 
Clifton Springs Jan. 12, aged 79. 


Lamar, Richard Vanderhorst, Marietta, Ga.; Uni- 
versity of Georgia Medical Department, Augusta, 
1902; at one time on the faculty of his alma mater; 
formerly associated with the Rockefeller Institute 
in New York City; served on the staff of the 
Milledgeville (Ga.) State Hospital; died Jan. 22, 
aged 75. 


Lawler, Edmund Griffin ® Chicago; Loyola Uni- 
versity School of Medicine, Chicago, 1925; assistant 
clinical professor of pediatrics at his alma mater; 
specialist certified by the American Board of Pedi- 
atrics; member of the American Academy of Pediat- 
rics; chairman of the department of pediatrics at 
the Little Company of Mary Hospital, where he 
died Jan. 23, aged 59. 


Lawrance, Jackson Stuart ® Reading, Pa.; Univer- 
sity of Pennsylvania Department of Medicine, 
Philadelphia, 1905; fellow of the American College 
otf Surgeons; in January, 1956, was honored by the 
Berks County Medical Society for 50 years of 
practice and was given a plaque; veteran of World 
War I and was awarded the Distinguished Service 


DEATHS 


J.A.M.A., April 25, 1959 


Cross; served on the staff of St. Mary’s Hospital 
in Philadelphia; associated with St. Joseph’s Hos- 
pital, where he died Feb. 6, aged 78. 


Leader, Pauline Marie, Lancaster, Wis.; State 
University of Iowa College of Medicine, Iowa 
City, 1894; for many years associated with the 
Clarinda (Iowa) State Hospital; died Feb. 7, 
aged 101. 


Leet, H. Halbert ® Lexington, Ky.; born in Lex- 
ington March 5, 1911; University of Louisville 
School of Medicine, 1937; specialist certified by the 
American Board of Psychiatry and Neurology; 
member of the American Academy of Neurology 
and the American Psychiatric Association; veteran 
of World War II; assistant professor of industrial 
medicine at the University of Cincinnati College 
of Medicine; instructor of neuropsychiatry at the 
State University of Iowa College of Medicine in 
Iowa City from 1939 to 1941; assistant professor 
of psychiatry at the Graduate School of Social 
Work, University of Kentucky, 1941-1942; lecturer 
of neuropsychiatry and psychosomatic medicine, 
Graduate School of Social Work, Tulane University 
in New Orleans from 1943 to 1946; associated with 
St. Joseph, Good Samaritan, Central Baptist, and 
Our Lady of the Oaks hospitals; died Jan. 26, 
aged 47. 


Leymeister, Martin L. ® Reading, Pa.; Jefferson 
Medical College of Philadelphia, 1935; interned 
at the Wilkes-Barre (Pa.) General Hospital; mem- 
ber of the American Academy of General Practice; 
past-president of the Berks County Medical Soci- 
ety; served in the medical reserve corps of the 
U. S. Army from July 1, 1953, to July 31, 1955; 
associated with the Community General Hospital, 
where he died Jan. 25, aged 49. 


Lieberman, Louis Manuel ® Philadelphia; Univer- 
sity of Pennsylvania School of Medicine, Phila- 
delphia, 1930; veteran of World War II; associated 
with the Hospital of the University of Pennsylvania; 
died in Merion Station, Pa., Jan. 19, aged 54. 


Linton, Charles Damon @ Walkerton, Ind.; Indiana 
University School of Medicine, Indianapolis, 1929; 
associated with the Holy Family Hospital, La Porte; 
died Dec. 30, aged 54. 


Littlefield, Jesse Braxton ® Tucson, Ariz.; Univer- 
sity of Texas School of Medicine, Galveston, 1922; 
specialist certified by the American Board of Sur- 
gery; fellow of the American College of Surgeons; 
veteran of World Wars I and II; on the staffs of 
St. Mary’s Hospital, Pima County General Hospital, 
and the Tucson Medical Center; consultant, South- 
ern Pacific and Veterans Administration hospitals, 
and the U. S. Air Force Station Hospital, Davis- 
Monthan Air Force Base; died Jan. 12, aged 60. 
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Lockman, William L., Dallas, Texas; Memphis 
(Tenn.) Hospital Medical College, 1909; served 
w'th the Indian Service; died Jan. 10, aged 79. 


Lyon, Edward George ® Dallas, Texas; Memphis 
(Tenn.) Hospital Medical College, 1911; served as 
full-time assistant health officer of the city of 
Dallas; died in the Veterans Administration Hos- 
pital Jan. 4, aged 74. 


McAdams, Peter Stevens ® Cambridge, Mass.; 
Harvard Medical School, Boston, 1899; associated 
with the St. Elizabeth’s Hospital in Boston, where 
he died Jan. 23, aged 86. 


McCracken, Arthur James ® Bellefontaine, Ohio; 
Medical College of Indiana, Indianapolis, 1901; 
veteran of World War I; for many years city health 
commissioner and county coroner; died in the 
Monmouth (Ill.) Hospital Jan. 31, aged 85. 


Marcy, Charles Howard ® Allison Park, Pa.; born 
in Cambridge Springs March 16, 1889; University of 
Pittsburgh School of Medicine, 1914; specialist certi- 
fied by the American Board of Internal Medicine; 
member of the American College of Chest Physi- 
cians, American Trudeau Society, and the American 
Clinical and Climatological Association; fellow of 
the American College of Physicians, of which he 
was ex-governor; clinical professor of medicine at 
his alma mater; lecturer, University of Pittsburgh 
Graduate School of Public Health; past-president 
and secretary of the Pennsylvania Tuberculosis So- 
ciety; medical director of the Tuberculosis League 
of Pittsburgh; veteran of World War I; member of 
the consultant staff, Presbyterian and Woman's 
hospitals, and Pittsburgh Diagnostic Clinic; mem- 
ber of the senior staff, Columbia Hospital in Wil- 
kinsburg and St. Francis Hospital; area consultant 
in tuberculosis of the Veterans Administration; 
medical adviser, Industrial Hygiene Foundation; 
died in the Allegheny General Hospital, Pittsburgh, 
Jan. 18, aged 69. 


Martin, Dwight Clifford, Summit, N. J.; Harvard 
Medical School, Boston, 1903; formerly chief of 
the bureau of tuberculosis, New York City Health 
Department; served on the faculty of Fordham 
University School of Medicine in New York City; 
formerly on the staffs of the Municipal Sanatorium 
of the Department of Health, Otisville, Seton Hos- 
pital, where he was president of the medical board, 
Bellevue, Presbyterian, and Knickerbocker hos- 
pitals; died Feb. 4, aged 80. 


Martin, Hallie Eugene, La Fayette, Ky.; St. Louis 
College of Physicians and Surgeons, 1918; died in 
Hopkinsville Jan. 18, aged 73. 


Masters, Howard Russell @ Richmond, Va.; born 
in Fredericksburg, July 2, 1894; Medical College 
of Virginia, Richmond, 1919; associate professor of 
clinical psychiatry and neurology at the Medical 
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College of Virginia, where he joined the faculty 
in 1919; lecturer of abnormal and normal psychol- 
ogy at the College of William and Mary, Richmond 
division, from 1927 to 1929 and lecturer in psychi- 
atry from 1927 to 1932; specialist certified by the 
American Board of Psychiatry and Neurology; 
past-president of the Tri-State Medical Association 
of the Carolinas and Virginia Neuropsychiatric 
Association, and the Mental Hygiene Society of 
Virginia, which he helped organize; member of 
the Endocrine Society, Richmond Academy of 
Medicine, and the American Psychiatric Associa- 
tion; a member of the Kappa Sigma, Omicron Delta 
Kappa, and Phi Chi fraternities; since 1926 member 
of the governor’s advisory board on mental hygiene, 
Richmond; veteran of World War I; past-president 
and vice-president of the Memorial Guidance 
Clinic, and a member of its board since 1933; in 
1953 appointed to the college of electors for the 
Hall of Fame of Great Americans; psychiatrist for 
the Virginia State Penitentiary from 1927 to 1930; 
associated with the Tucker Hospital, where he 
was president, Johnston—Willis, Sheltering Arms 
and Crippled Children’s hospitals, and the Medical 
College of Virginia, Hospital Division; past-presi- 
dent of the Randolph-Macon Alumni Association; 
in 1956 the Randolph-Macon College awarded him 
an honorary L.L.D. degree; died Jan. 27, aged 64. 


Meyerding, Edward August @ St. Paul; born in St. 
Paul Dec. 25, 1879; University of Minnesota College 
of Medicine and Surgery, Minneapolis, 1902; served 
as director of the division of hygiene and special 
classes of the public schools of St. Paul for fifteen 
years; for many years an executive secretary of the 
Minnesota Public Health Association and secretary 
of the Minnesota State Medical Association; on 
June 30, 1938, at the annual banquet of the state 
association, was presented with the society's first 
Distinguished Service Award created by its house 
of delegates, to be presented on occasion in recog- 
nition of special service to the association; past- 
president of the Mississippi Valley Conference on 
Tuberculosis; member of the House of Delegates 
of the American Medical Association from 1935 to 
1936 and in 1939; in 1956 received the William G. 
Anderson Service Award of the American Associa- 
tion for Health, Physical Education and Recreation 
for his work with Minnesota school children; served 
during World War I and later was promoted to the 
rank of colonel in the reserve; organizer of the 
Minnesota Trudeau Society; member of the Ameri- 
can College of Chest Physicians and the American 
Trudeau Society; died in St. Luke’s Hospital Jan. 
23, aged 79. 


Mikolanda, Otto, Lorain, Ohio; University of 
Wooster Medical Department, Cleveland, 1903; for 
many years police surgeon; veteran of World War I; 
died in Millersburg Jan. 5, aged 78. 
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New Uses for Iproniazid.—At the meeting of the 
Society of Physicians in Vienna on Jan. 23, Dr. 
A. Pletscher stated that iproniazid inhibits the 
enzyme, monoamino oxidase (MAO), which is im- 
portant in the decomposition of such monoamines 
as 5-hydroxy tryptamine (5HT) and pyrocatechol 
(CA). MAO-inhibitors of the hydrazine type (in- 
cluding iproniazid) which produce a long lasting 
effect are characterized by (1) a long-lasting in- 
crease of 5HT and CA in various organs (brain, 
heart, blood, and intestine); (2) an increase of 3-0- 
methyl] levartereno] in the brain and a decrease of 
5-hydroxy indoleacetic acid excretion as well as 
3-methoxy-4-methoxy mandelic acid excretion in 
the urine; (3) increase in the rise of 5HT and CA, 
respectively, in the brain, depending on 5-hydroxy 
tryptophan (5HTPN) and dihydroxyphenylalanine 
(DOPA); (4) intensification of the central pharma- 
cological effect of 5HTPN and DOPA (excitement 
and hyperthermy); and (5) antagonism against the 
reserpine-conditioned decrease of 5HT and CA in 
the brain, as well as against various pharmacological 
effects of reserpine on the central nervous system. 
It is probable that the clinical effects of iproniazid 
and its related compounds are partly based on 
MAO.-inhibition too. 

Dr. J. L. Rivier reported on 75 patients with 
angina pectoris who had been treated with ipro- 
niazid for 5 to 14 months. The initial dose was 50 
mg. a day. The dose was increased every three to 
four days by 25 mg. to a maximum of 150 mg. a 
day. The effective dose was often found to be 75 
to 100 mg. a day. In 50% of the patients pain sub- 
sided entirely; 25% of the patients were much im- 
proved; 16% were not improved; and 9%, all of 
whom had old and severe coronary lesions, died 
during treatment. A toxic effect of iproniazid should 
be excluded in these cases of death. The possibility 
of an orthostatic hypotension which can be elicited 
by iproniazid and might present a danger, at least 
theoretically, should always be considered. For this 
reason it was suggested that all patients be ex- 
amined regularly and that the doses be increased 
gradually. Twenty-two patients with anginal pain 
on exertion were able to increase their physical 
activity with comfort during treatment and their 
electrocardiograms did not show any exacerbation. 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 
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Dr. H. Fleischhacker reported on 18 selected 
patients with angina pectoris who were given ipro- 
niazid. His results confirmed those of the previous 
speaker. The preparation proved to be effective 
only in patients with unequivocal typical attacks of 
angina pectoris based on severe coronary sclerosis. 
In others only moderate improvement was noted. 
Subjective cardiac complaints and sequelae of de- 
compensation were not improved. In no case was 
a change of the electrocardiogram during or after 
treatment observed. Cardiac and other necessary 
treatments were given as indicated. The known side- 
effects were not observed in these patients. This 
was attributed to the fact that initial doses of only 
25 mg. were given and that the dose was increased 
gradually to 25 mg. three or four times a day. The 
patients usually took this treatment for three to five 
weeks, the longest treatment being for four months, 
during which time the patient received 50 mg. daily. 
Special consideration was given to the evaluation 
of injurious effects of iproniazid on the liver. Re- 
sults obtained from the serum lability test and 
from palpation were closely observed and in 12 
patients liver biopsy specimens were examined. No 
evidence of liver damage was observed. 

Dr. O. Zimmermann-Meinzingen gave iproniazid 
to 16 patients whose anginal pain was refractory 
to other forms of treatment. A detailed report was 
given on 10 of these patients whose treatment had 
been terminated. Of five of these whose angina 
pectoris was caused by coronary sclerosis two 
‘howed good improvement, two moderate im- 
provement, and one no improvement. Two of 
these 10 patients had persistent angina pectoris 
after infarction, 1 of whom showed good improve- 
ment and 1 moderate improvement. Two others 
had persistent angina pectoris in the course of 
infarct formation, of whom one showed good im- 
provement and one moderate improvement; and 
one patient who had coronary and valvular mesa- 
ortitis showed no improvement. These results were 
considered most encouraging and persisted after 
discontinuation of the other therapy aimed at dila- 
tion of the coronary vessels. A lasting favorable 
effect also persisted after iproniazid was discon- 
tinued. When last seen these patients were getting 
along well with small doses of vasodilators. No un- 
favorable circulatory changes were observed in 
those who were confined to bed. The blood pres- 
sure was not affected. 

Dr. H. Walter-Biiel of Miinsingen reported on 
the use of iproniazid in the treatment of the psy- 
choses, the treatment of which has changed greatly 
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since the introduction of chlorpromazine and re- 
serpine in 1952. This change of treatment was 
concerned primarily with schizophrenic and organic 
psychoses. In the treatment of depressive states a 
similar change is now taking place with the use of 
iproniazid and imipramine. The speaker had used 
these preparations on more than 200 patients. 
Favorable results were obtained with iproniazid in 
65% of those with menopausal, involutional, fixed 
psychoreactive, asthenic, and hypochondriac de- 
pressions. The drug was only slightly effective in 
patients with schizophrenia if they did not show a 
depressive component. Some loosening of the pa- 
tient’s frame of mind with increased activity be- 
came notable occasionally after several days, and 
more frequently after three to four weeks. This was 
often associated, although not strictly correlated, 
with an increase in appetite and body weight. Un- 
desirable side-effects included vertigo, nausea, 
tendency to collapse, constipation, disturbances of 
sleep, occasionally disturbances of micturition and 
potency, and hyperreflexia. With a gradually in- 
creased dosage, not exceeding a daily dose of 150 
mg., these side-effects remained mild. A comparison 
of iproniazid with imipramine is not easy. One or 
the other may be more effective in a single case, 
the factors of which are often complex. Supervision 
of the treatment by the physician is indispensable 
in view of the danger of suicide and because of 
the side-effects. 

Dr. C. G. Tauber of Bern, Switzerland, reported 
on a series of more than 300 psychiatric patients, 
134 of whom had been treated with iproniazid for 
6 to 18 months. The drug was highly effective in 
65% of those with depressive states of various 
origin. The best results were obtained in patients 
with endogenous depression, 85% of whom showed 
improvement. In many patients iproniazid therapy 
may be an adequate substitute for electroshock 
therapy and is not as frequently followed by re- 
currence as electroshock therapy. In about 10% of 
the patients, too early withdrawal of the drug was 
necessary because of a tendency to collapse or too 
strong a psychic action. About 10% of the patients 
were therapeutic failures. With a maximal daily 
dose of 150 mg. and with careful adaptation of the 
dosage, the side-effects were controllable or could 
be compensated by the administration of other 
drugs with a symptomatic action. Severe accidents, 
such as liver damage, did not occur among the 300 
patients. The duration of treatment varied from 
three weeks to over nine months. Careful establish- 
ment of indications is indispensable for ambulatory 
treatment with iproniazid (all agitated patients are 
excluded) and so is continued supervision. Psycho- 
therapeutic care and guidance is also important. 
New drugs with an analogous action are being 
developed. 
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Dr. V. E. Frankl reported that a woman with a 
phobic condition, who was undergoing psycho- 
therapy, returned one day and stated that psycho- 
therapy was no longer necessary since suddenly 
she had become free of fear and that this happened 
when she had to take iproniazid for tuberculosis. 
Since then he has treated 18 psychiatric patients 
with iproniazid, some of whom had been under 
observation for many years. In one of these patients 
the effect of the drug could be compared only with 
the therapeutic effect resulting from electroshock 
which the patient had been given several years 
previously. A woman with a compulsion neurosis 
of long standing, after taking iproniazid, described 
the characteristic effect of a so-called pharmacolog- 
ical leukotomy, which is known to result from the 
administration of certain tranquilizers or from such 
adrenergic agents as amphetamine. In this patient 
the effect of the pharmacological leukotomy was 
far superior to that of a surgical bilateral leukotomy 
which the patient had undergone earlier. 


BRAZIL 


Bleeding Time.—Dr. Cecy Barros and co-workers 
at the Hospital das Clinicas in Sao Paulo found that 
between the fingers and the lobes of the ears there 
is ¢« significant difference in bleeding time, but 
there is no difference between the right and the left 
side of the body. On different days, in the same per- 
son, the bleeding time may show a significant dif- 
ference. The mean bleeding time, in 100 normal 
subjects, was 1.75 (+ 0.27) minutes. The bleed- 
ing time when prolonged, in almost every instance, 
indicated platelet deficiency. There were cases, on 
the other hand, with platelet deficiency and nor- 
mal bleeding time, and some with a normal plate- 
let count and prolonged bleeding time. The bleed- 
ing time, by itself, is not an index of the hemostatic 
capacity of the vascular and blood systems. In ad- 
dition one needs a platelet count, a tourniquet test 
for vascular fragility, and other tests. 


Uterine Rupture After Cesarean Section.—Drs. An- 
ténio Guariento and co-workers at the Hospital 
Leonor Mendes de Barros in Sao Paulo studied a 
series of 855 patients who had had a previous ce- 
sarean section; 341 of them had a total of 401 
iterative cesarean sections and the remaining 514 
had 744 vaginal deliveries. In this entire series 30 
uterine ruptures occurred in and 6 outside the hos- 
pital. In 9 of the 36 the scar was that of a classi- 
cal cesarean section, and in 27 of a section in the 
inferior segment of the uterus. In 10 patients the 
rupture was diagnosed and a laparotomy was 
promptly performed. The classical symptoms and 
signs are often absent, and the diagnosis is some- 
times made only during another cesarean section or 
by examination of the cavity after a vaginal deliv- 
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ery. The presence of meconium in a bloody urine 
indicates uterine rupture complicated by injury to 
the bladder. In spite of blood transfusion, im- 
proved anesthesia, and antibiotics, uterine rupture 
is still a serious threat to both mother and child. 
In this series there was one maternal death, in the 
third day of puerperium, and 15 fetal deaths. Con- 
servative surgical measures such as hysterorrhaphy 
should be used whenever possible. If conditions do 
not allow it, a subtotal hysterectomy best serves 
the interests of the mother. The authors performed 
31 hysterorrhaphies and 5 subtotal hysterectomies. 
They do not favor routine sterilization but treat 
each case on its merits. 


CANADA 


Society for Clinical Investigation.—At the annual 
meeting of the Canadian Society for Clinical In- 
vestigation in Vancouver, British Columbia, D. M. 
McLean of Toronto pointed out that few of the so- 
called nonparalytic cases of poliomyelitis in that 
area had been associated with poliovirus. In 1958 
a common finding in children with aseptic menin- 
gitis in Toronto had been the isolation of Cox- 
sackie virus B5 from feces samples. Enterovirus in- 
fection had also been responsible recently for a 
wider variety of syndromes, including pericarditis 
but not isolated myocarditis as found in southern 
United States. 

D. Fraser of Toronto had studied two children 
with hypophosphatemic-vitamin D refractory rick- 
ets and found nothing wrong with the renal tu- 
bules. He thought that the excessive renal clearance 
of phosphorus was the result of secondary hyper- 
parathyroidism, possibly due to defective intestinal 
absorption of calcium. D. McPherson of Vancouver 
had performed calcium infusion studies on normal 
subjects and patients with osteitis deformans and 
suggested that the labile storage pool of calcium 
in the skeleton was abnormally large in this disease 
with a faster bone blood flow of calcium. 

P. Constantinides of Vancouver described a sul- 
fated polysaccharide, known as Paritol-C, as a 
promising agent for the control of hyperlipemia. 
Given intravenously in nine patients with hyper- 
cholesteremia and hyperlipemia, it normalized the 
serum lipid levels in eight and the serum choles- 
terol levels in five, and resulted in clinical improve- 
ment. E. McGarry of Montreal had produced anti- 
bodies to anterior pituitary hormones in animals and 
found on immunochemical evidence that porcine, 
human, and bovine growth hormones were species- 
specific. Such antigen-antibody systems could be 
used to measure the levels of anterior pituitary hor- 
mones in body fluids. E. H. Venning of Montreal 
measured in vitro secretion of steroids from adrenal 
glands obtained from patients with pituitary baso- 
philism or virilization. Adrenals from patients with 
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virilization secreted less hydrocortisone and corti- 
sone than did those from patients with pituitary 
basophilism, and there seemed to be an increased 
production of 17-ketosteroids in the virilizing syn- 
drome. 

J. C. Laidlaw of Toronto described experiments 
designed to relate findings of changes in steroid se- 
cretion during pregnancy with sex-hormone 
changes. Women with adrenocortical hypofunction 
who were taking hydrocortisone were given estro- 
gen and progesterone. Estrogen administration pro- 
duced no increase in hydrocortisone secretion in 
these, or in normal subjects who were given ACTH, 
but caused the same changes in metabolism of the 
steroid as occur in pregnancy. Progesterone did not 
cause these changes, and it was concluded that the 
alterations in hydrocortisone disposition in preg- 
nancy are largely due to increased estrogen secre- 
tion. W. I. Morse of Halifax, Nova Scotia, showed 
that whereas oral tolerance of glucose was impaired 
in obesity of long standing, there was no difference 
between obese and normal subjects as regards in- 
travenous glucose tolerance. The abnormal results 
in the oral test were not due to impaired glucose 
removal. R. A. Palmer of Vancouver made a plea 
for rectal administration of carboxylic acid resins 
in the control of hyperkalemia. In 17 patients with 
acute or chronic renal failure 25 Gm. of the resin 
mixture given by high enema at 4-hour to 12-hour 
intervals proved an efficient method of removing 
potassium. H. Cross of Kingston, Ontario, gave 
large rapid infusions of magnesium sulfate to hy- 
pertensive and normal subjects, noting a drop in 
blood pressure in the hypertensive but not in the 
normal subjects and an increased urinary excretion 
of calcium, sodium, and chloride ions but no 
change in phosphorus excretion. The hypertensive 
subjects showed increased excretion of potassium 
and increased glomerular flow rate and renal plas- 
ma flow. A. S. V. Burgen of Montreal followed the 
fate of intravenously injected radiomagnesium in 
the body. A rapid urinary excretion gave place to a 
slower one, with a total turnover time of 115 min- 
utes. The site of the rapidly exchangeable magne- 
sium is unknown, but the slowly exchangeable 
magnesium must be in skeletal muscle or bone. 
Serum magnesium was a poor indicator of the 24- 
hour exchangeable magnesium. 


College of Physicians and Surgeons.—At the 28th 
annual meeting of the Royal College of Physicians 
and Surgeons of Canada in Vancouver, British Co- 
lumbia, N. M. Lefcoe of London, Ontario, demon- 
strated a high degree of correlation between the 
timed vital capacity in patients with chest disease 
and the radiologist’s assessment of the presence of 
emphysema, but the presence of a contracting lung 
lesion destroyed the correlation. E. R. Yendt of 
Toronto discussed the diagnosis and treatment of 
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20 patients with renal hypertension, and stressed 
the value of differential tests of renal function in 
diagnosis. In essential hypertension there was less 
than 10% difference in the volume and sodium con- 
centration of urine secreted by the two kidneys, 
whereas in renal arterial disease the volume showed 
50% difference and the sodium concentration 15%. 
A. E. Thomson of Winnipeg, Manitoba, stressed 
two problems in the treatment of acute renal fail- 
ure: (1) use of adrenergic blocking agents to over- 
come peripheral vasoconstriction (he had used 
phenoxybenzamine at the onset with success); and 
(2) the difficulty of dealing with potassium. intox- 
ication, particularly as seen in traumatically injured 
patients. R. C. Dickson of Halifax, Nova Scotia, 
reported the successful use of potassium perchlo- 
rate as a thyroid depressant in hyperthyroidism and 
in euthyroid persons with angina pectoris. With a 
dosage of 200 mg. five times a day toxic effects 
were few. The drug was also of diagnostic value 
in struma lymphomatosa. H. McIntosh of Vancou- 
ver conducted a search for parathyroid tumors, par- 
ticularly in patients with recurrent renal calculi, and 
recommended the intravenous infusion of calcium 
as a diagnostic aid. In the normal person the serum 
phosphorus level rises and the urinary phosphorus 
level falls, but in hyperthyroidism the serum phos- 
phorus level does not rise. 

J. A. Dauphinee of Toronto warned that hepa- 
tolenticular degeneration might be mistaken for 
paralysis agitans, and urged the examination of the 
eyes by slit lamp as a screening measure. In treat- 
ing these patients penicillamine was more effective 
in removing copper than dimercaprol, but it might 
deplete the body of other trace elements. J. B. 
Dosseter of Montreal described the medical aspects 
of the first successful renal transplantation in Can- 
ada, performed on identical twins. Secretion of 
urine began almost as soon as the donor kidney had 
been sutured in place. Bilateral nephrectomy was 
performed five months later. Six weeks after the 
first operation the patient was ambulant and free 
from symptoms. P. Constantinides of Vancouver in- 
duced atheroma in rabbits by cholesterol feeding 
and showed that stilbestrol arrested the progress of 
the lesions, while vanadium and starvation had no 
effect, and linoleate had a partial effect. Stilbestrol 
caused toxic liver effects in half the rabbits. G. 
Monckton of Edmonton, Alberta, found in a patient 
with familial periodic paralysis that potassium was 
not stored in the liver as had been suggested by 
radioactive potassium studies but that before and 
during attacks of paralysis there was marked sodi- 
um retention with a drop in urinary sodium. A diet 
low in sodium controlled the paralysis. 

W. Pisesky of Edmonton had found in experi- 
ments on rats that triethylene thiophosphoramide 
retarded wound healing, while norethandrolone 
counteracted this. K. $. Morton of Vancouver fol- 
lowed up 62 patients with traumatic dislocation of 
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the hip and noted that the chief factors determin- 
ing the result were severity of injury and delay in 
reduction. F. P. Dewar of Toronto analyzed 145 
fractures of the carpal scaphoid and showed that, 
provided such a fracture was immobilized in plas- 
ter, it was difficult to prevent it from healing. Con- 
servative treatment is the only acceptable one, even 
with missed fractures. T. K. Goodhand of Winni- 
peg had replaced an entire ureter in dogs with an 
ileal loop, removed the contralateral kidney, and 
killed the animals 4 to 12 months later. The isolated 
loop was a satisfactory substitute for the ureter, and 
it seemed better to replace all rather than part of 
the latter. The blood urea level soon returned to 
normal and chloride reabsorption by the ileum was 
not a problem. 


Vitamin C-Fortified Milk.—Last year a series of 
cases of infantile scurvy was reported from Toron- 
to and Winnipeg. Medovy recommends (Canad. 
M. A. J. 80:213, 1959) that all evaporated milk be 
fortified with vitamin C in view of the decline 
in breast feeding, the reluctance of some mothers 
to give orange juice, and the general confusion 
in the lay mind about vitamin concentrates. One 
firm has produced a milk incorporating 75 mg. of 
ascorbic acid per 15-0z. can, and the product has 
been subjected to rigorous tests in the Winnipeg 
Children’s Hospital without loss of vitamin C con- 
tent. Two patients who had scurvy were treated 
solely by the fortified milk, with prompt clinical 
improvement supported by radiologic evidence. 


Prepaid Optometry.—A complete plan for optome- 
try on a prepaid basis has recently been started by 
the Canadian Association of Optometrists, which 
has organized a nationwide nonprofit organization 
called Canadian Optometric Services, Inc., operat- 
ing under a government charter. Commercial, in- 
dustrial, or professional groups can enroll, and serv- 
ices include examination, refraction, and provision 
of lenses and frames. The subscriber has a choice 
of optometrists. The cost of plans will vary de- 
pending on their type and extent of coverage, but 
a basic plan is expected to run at 65 to 80 cents 
per person per month. 


Prescription Insurance.—Another experiment in pre- 
paid care started in March, 1958, in Essex County, 
Ontario, when Prescription Services, Inc., began 
as the first known pharmaceutical prescription plan 
in Canada. It serves an area with a population of 
200,000, and agreements with all but 7 of the 75 
pharmacies involved have been signed. A progress 
report on the first six months shows that of 548 
persons enrolled in the last month 104 had 211 pre- 
scriptions filled with an average ingredient cost 
of $1.86 and average retail price of $3.72. Organ- 
ized labor has been favorable to the new plan, 
but management has been frank in its opposition to 
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providing another fringe benefit for employees. 
Sponsors believe that the plan can succeed with 
slight modifications. 


Schizophrenia.—Osmond and Hoffer recently re- 
viewed research into the chemical nature of schizo- 
phrenia (Canad. M. A. J. 80:91, 1959). Steps in the 
studies included recognition of a relation between 
mescaline intoxication and acute schizophrenia; dis- 
covery of the relation between the chemical con- 
stitution of the former and that of epinephrine; 
reports by some asthmatics that when their epineph- 
rine for self-administration turned pink they ex- 
perienced hallucinations after its use; and the dis- 
covery that one of the products of pink epinephrine 
was adrenochrome, which in normal subjects pro- 
duced schizophrenic sensations. Another break- 
down product of epinephrine is adrenolutin, and 
either of these breakdown products may prove to 
be the naturally occurring mescaline-like substance 
responsible for the sensory changes in schizophre- 
nia. It has also been shown that schizophrenics are 
less able to remove adrenochrome from the blood 
than are normal persons. It seems that d-lysergic 
acid (LSD-25) retards the destruction of adreno- 
chrome and permits its accumulation in the body. 


INDIA 


Mongolism.—Daya! and Agarwal (Indian Journal of 
Child Health, vol. 7, December, 1958) stated that 
mongolism is not so uncommon in this country as 
is usually believed. They observed 18 cases in 
children between 3 months and 11 years of age, 
all of whom showed microcephaly and_brachy- 
cephaly. Thinning of the skull bones was evident in 
12, and 2 also showed nonclosure of sutures. The 
fingers and toes showed the deformities commonly 
described, i. e., increased space between the first 
and second digits, short digits, and a short terminal 
phalanx of the fifth digit which was turned in- 
ward. The sole and palm creases showed deviations 
from normal in about half the patients. Macro- 
glossia was a universal feature, the tongue showing 
fissures and conforming to the “scrotal type” in 
most patients, although in seven there were no fis- 
sures on the tongue. In 16 the ears were small and 
turned forward. An interventricular septal defect 
could be diagnosed clinically in only one patient. 
This was later confirmed by x-ray and electrocardio- 
gram. The typical oblique palpebral fissures and 
epicanthic folds were present in all patients. In one 
the orbits were winged and obliquely set and one 
had nystagmus. Congenital cataract was present in 
two and strabismus was seen in one. 

All the children showed severe mental retarda- 
tion and the various milestones in the physical de- 
velopment were delayed. No correlation could be 
detected between parity, parental age, and idiocy, 
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and there was no history of such maternal illnesses 
as mumps, influenza, or rubella in any of the cases. 
Consanguinity was found in one case only. Thus, 
in this study, late closure of fontanelles and per- 
sistence of frontal sutures was not a frequent find- 
ing as is commonly described and no widening of 
fissures and foramina could be demonstrated. No 
common etiological factors could be established. 


Tetralogy of Fallot.—R. H. Betts and co-workers 
(Indian Journal of Surgery, vol. 20, December, 
1958) stated that the clinical findings in patients 
with the tetralogy of Fallot are variable. The two 
dominant lesions are the pulmonic stenosis and the 
interventricular septal defect. The authors operated 
on 79 patients with this condition and 13 died. An 
autopsy was performed on 11, and it was concluded 
that such patients, operated on before the age of 3, 
suffer from an extreme degree of disability. The 
authors usually deferred the operation when there 
was a possibility that the child would live to the 
age of 3 or older. All risks are increased in infants 
and the death rate in children below 3 years of 
age in this study was 50% as compared to 12.5% for 
those above 3. Angiocardiography and cardiac 
catheterization were not usually performed on the 
severely incapacitated child under 3 years of age 
as they were believed to increase the risk. This 
measure may, however, be justifiable in some cases 
in order to determine the exact site of obstruction 
preoperatively so that the proper operation can be 
planned. This is especially important in children 
who are not good subjects for the Blalock opera- 
tion due to a small subclavian artery, in which case 
a Pott’s operation, if there is a left aortic arch, or 
a direct pulmonic valvotomy, if the obstruction is 
predominantly valvular, would be advisable. The 
pericardium was not opened routinely but the ex- 
tent of the pulmonary stenosis was assessed by 
feeling for the cone of the pulmonary valve and the 
easily obliterated thrill through the intact pericar- 
dium. 

The most frequent cause of death in this series 
was faulty postoperative management. Cerebral 
thrombosis is a common complication in deeply 
cyanotic patients and its risk increases if there is 
marked dehydration. This complication developed 
in four patients, two of whom died. Three other 
deaths were due to errors in management—one pa- 
tient developed atelectasis of the left lung which 
progressed to early bronchopneumonia, another de- 
veloped a severe diarrhea, and one had a persist- 
ent paralytic ileus. On the 5th postoperative day a 
laparotomy was performed on the last mentioned 
patient. No cause for the ileus was found. The 
gastric aspiration tube became blocked on the next 
day and a large amount of material was vomited. 
Some of it was aspirated and the child died soon 
after. In three of the fatal cases, there was an error 
in diagnosis. One child, less than 2 months of age, 
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was believed to have tetralogy of Fallot and cere- 
bral thrombosis. Pott’s operation was performed 
but the child died after two weeks and at autop- 
sy was found to have not a tetralogy but a trans- 
position of great vessels with a small interventric- 
ular septal defect. The cerebral symptoms were 
due to the presence of a large porencephalic cyst 
which was the cause of death. . 

Another patient was found to have pulmonic 
stenosis only and should have had a valvotomy in- 
stead of a shunt operation. The third patient was 
diagnosed preoperatively as having pulmonic ste- 
nosis with an atrial septal defect. At operation he 
was thought to have both valvular and infundibu- 
lar stenosis and a pulmonary valvotomy was per- 
formed. Autopsy showed that, instead of a pure 
pulmonic stenosis, the child had a tetralogy of Fal- 
lot with valvular and infundibular stenosis, an 
atrial septal defect, and a patent ductus arteriosus. 
In two patients errors in operative technique 
caused death. In one, a Blalock type of anastomo- 
sis was performed but was inadequate as the left 
pulmonary artery was extremely small and friable. 
The anastomosis was occluded by a thrombus. An 
anastomosis should have been done on the right 
side as the right pulmonary artery was of normal 
size. A preoperative angiocardiogram would have 
helped in this case. In the second case laceration 
of one of the cusps of the aortic valve was pro- 
duced accidentally by the valvulotome and caused 
an aortic insufficiency which contributed to the 
patient's death. 

Errors in choice of operation accounted for two 
deaths. One was thought to have a pure pulmonic 
stenosis and a valvotomy was performed, but he 
had a tetralogy of Fallot and should have had a 
shunt operation. Another was an infant of 7% 
months and a Blalock operation was performed. The 
vessels were small and at postmortem the anasto- 
mosis was found to be completely occluded by a 
thrombus. The child also had a combination of 
valvular and infundibular stenosis and a valvotomy 
would have given him enough relief so that a shunt 
operation could be done when he was older. In two 
the cause of death could not be determined and as- 
sociated defects probably contributed to the death 
of others. Thus one child of 7% months had a right 
aortic arch and a marked dextroposition of the 
aorta. The second had an extreme dextroposition 
associated with a diminutive pulmonary artery. Two 
others had peculiar valve-like structures within the 
interventricular septal defects, causing obstruction 
to the blood flow and imposing an additional bur- 
den on the right ventricle. 


National Register—The government is compiling a 
national register of all qualified scientific and tech- 
nical personnel of the country. The purpose of this 
register is to provide comprehensive and authorita- 
tive information on national resources of scientific 
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and technical manpower; to serve as a clearing 
house for information on resources of and require- 
ments for scientific and technical manpower; to de- 
velop a special section of the register to maintain 
current information on Indian nationals studying 
or working in technical fields in foreign countries; 
to provide information on persons having highly spe- 
cialized training and experience, when an appoint- 
ing authority finds it difficult to get suitable can- 
didates to respond to public advertisements; and 
to assess the gaps in the training and utilization 
of scientists and technologists through technical 
manpower research. The National Register Unit 
prepares study reports based on the information 
contained in the register. The register lists those 
(1) holding at least a postgraduate degree in a 
science, (2) holding at least a bachelor’s degree 
in agriculture, veterinary medicine, and other fields, 
(3) holding a degree in engineering and technol- 
ogy, and (4) who are medical specialists. 


Hypothermia in Surgery.—Saini and Bett (Indian 
Journal of Surgery, vol. 20, December, 1958) used 
hypothermia of various degrees in 98 patients, 
cooling the skin surface by blankets. Of these, 66 
had tetralogy of Fallot and hypothermia was used 
to improve the operative risk. Many were deeply 
cyanotic and many had rapid pulse rates. The range 
of temperature varied from 92 to 88 F. Six patients 
with pulmonary stenosis were also operated on 
under hypothermia. Hypothermia here was used as 
an adjunct, as it was also in another group of nine 
patients with acquired heart disease. The operative 
mortality under ordinary anesthesia is high in such 
cases; three of five patients with mitral stenosis 
were saved by operation under hypothermia. The 
remaining four had constrictive pericarditis and 
hypothermia helped to reduce the operative risk. 
Hypothermia was also used in operations where 
local occlusion of circulation was necessary. The 
total number of deaths in the whole series was 18, 
and of these 4 could be attributed to hypothermia. 
One patient with mitral stenosis developed ven- 
tricular fibrillation; cardiac arrest occurred in a 
patient with atrial septal defect; excessive bleeding 
from the surface of the heart led to death in a 
patient with constrictive pericarditis; and an ap- 
parently acidotic syndrome proved fatal in a patient 
with atrial septal defect. 


Vasectomy for Sterilization—Ohri and Jhaver 
(Indian Journal of Surgery, vol. 20, December, 
1958) studied the changes in the testes of rats and 
men after vasectomy. The first 50 operations on 
human subjects were by the standard two-incision 
technique under local anesthesia. Later, one central 
scrotal incision was used, about 1 cm. in length, 
through which bilateral vasectomy was done. Pa- 
tients were not admitted to hospital and contra- 
ceptives were advised for about six to eight weeks, 
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after which the semen was examined for living 
spermatozoa. They were followed up for six months 
to four years. 

Old male rats were used for the experimental 
study. They were divided into three groups. The 
testes were removed from the first group for his- 
tological examination. The second group served as 
controls, their testes being removed for study at the 
end of six months, and in the third group, vasec- 
tomy was performed and the rats subjected to 
orchiectomy at varying intervals. Study of the 
whole group covered about six months. The rats in 
the first and second group showed normal testicular 
tissue on histological examination with active 
spermatogenesis, thus showing absence of change 
in the second group due to age during the period 
of experiment. In the third group, within two weeks 
after the operation, the seminiferous tubules 
started showing degenerative changes associated 
with congestion of the stroma. The degenerative 
changes increased for the first eight weeks. Eight 
weeks after the operation, the appearance was 
striking, consisting of islands of normal seminif- 
erous tubules surrounded by degenerated tubes 
and vice versa, representing active regeneration of 
a focal type. The interstitial tissue, from the 10th 
week on was more noticeable, its proliferation be- 
ing marked toward the end of the experiment. 

After vasectomy in men, 6 complained of diminu- 
tion of sexual capacity, 86 noticed an increased 
sexual strength and desire, and 198 claimed that 
their sexual power remained unchanged. There was 
weight loss in 18 patients after operation, no 
change in weight in 160, and a gain in 112. Relief 
from the anxiety from further additions to the 
family was probably the cause of the pleasant 
mental reaction to the operation, which was in some 
cases associated with increased sexual capacity; 
268 felt very happy after the operation. The re- 
action of the wives of these men varied; 96 felt 
happy because of freedom from further child- 
bearing, 190 showed no particular reaction, and 4 
reported conception after the operation. Failure of 
the operation in controlling conception was specially 
noticed in cases where plain catgut was used to 
ligate the two ends of the vas, rapid absorption of 
which probably allowed reestablishment of the 
lumen. 


Viral Encephalitis.—Mathur and Prasad (Journal 
of the Indian Medical Association, vol. 32, Jan. 16, 
1958) analyzed a series of 161 cases of viral en- 
cephalitis seen in an epidemic, July to September, 
1958. The peak was reached between July 7 and 
21. The largest number of deaths however were re- 
ported in the last week of September. Persons 
belonging to both upper and lower economic strata 
were affected. Often more than two members in 
the same family were attacked. There was no re- 
port of person-to-person transmission in the hospital 
wards. Most of the patients (89%) were below 8 
years of age (range 1 month to 35 years). The on- 
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set was usually sudden, with restlessness, vomiting, 
diarrhea, and a temperature of 102 to 105 F (38.99 
to 40.56 C). Convulsions and twitchings then ap- 
peared, the child talked incoherently or became 
delirious, and lapsed into semiconsciousness or un- 
consciousness. The fever was most commonly 
continuous or remittent but in some it was inter- 
mittent. It returned to normal by lysis. A secondary 
rise was seen in 15.5% of the patients after a com- 
plete remission lasting two to four days; 1.8% also 
showed a tertiary rise of temperature. Two patients 
showed blindness and one had dimness of vision. 
One had myoclonic movements and two developed 
tremors of a rhythmic Parkinsonian type which dis- 
appeared on recovery. Two patients showed spastic 
paraplegia at the onset and one had a flaccid para- 
plegia. Two had hemiparesis. None of these had 
any residual effects after recovery. 

More than half the patients had nuchal rigidity 
with a positive Kernig’s sign and 42.2% had an 
extensor plantar reflex. Pulmonary involvement was 
common and three patients died of acute pulmonary 
edema. Ophthalmoscopic examination in 60 pa- 
tients revealed optic neuritis in 3 and pallor of the 
disks in 2. Clinically the patients could be divided 
into a fulminant (34.8%), moderate (33.5%), and 
mild (31.6%) type. More than 67% had polymor- 
phonuclear leukocytosis. A low blood sugar level 
was found in only 15%. The cerebrospinal fluid 
was under increased pressure on lumbar puncture 
in 76%. The most common change was pleocytosis 
to the extent of 5 to 50 cells. In addition to sympto- 
matic treatment, the patients were divided into 
seven groups and given different drugs (tetracy- 
cline, penicillin, chloramphenicol, ACTH, a com- 
bination of tetracycline and ACTH, ACTH with 
penicillin, and normal saline solution). The results 
with normal saline solution (given intramuscularly ) 
and ACTH alone were the best. There were 45 
deaths, giving a mortality of 27.9%. Among the 112 
patients who were discharged as cured, 8 had a 
relapse. No residual effects were noted in about 
70% of those who were discharged as cured and 
could be followed up for one to three months. 


NORWAY 


Iproniazid for Psychosis.—Haug and Kolstg (Nord. 
med. 60:1789-1794 [Dec. 11] 1958) treated 22 
chronically psychotic male patients with iproniazid. 
Most of these patients were schizophrenics. All of 
them presented long-standing apathy and/or de- 
pression, with little or no variation in the clinical 
course of their illnesses. The patients were given 
50 mg. of iproniazid three times a day for 10 weeks. 
Significant changes in behavior were observed in 
16, and in 6 no changes were noted. With the ex- 
ception of one patient who became more depressed, 
all showed a definite increase in the general activ- 
ity level and an elevation of mood. From a practical 
clinical point of view, however, only 6 could be 
classified as improved; 10 became overtly aggres- 
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sive and hyperactive to an extent that made them 
difficult to manage in the wards. In several, hallu- 
cinations were intensified. During the trial period, 
treatment was discontinued in 7 and the dosage re- 
duced in 11 because of severe psychiatric and so- 
matic complications. One patient was on the verge 
of delirium. One developed melena. Another, who 
had never shown signs of heart disease, died of 
myocardial infarction. Hypotension, dizziness, and 
fainting occurred in some. Hyperreflexia, constipa- 
tion, and anemia were common but not severe. 
Chromatographic analysis of the spinal fluid of five 
patients showed an increase of the albumin frac- 
tion. The authors cautioned against uncritical use of 
iproniazid to activate chronically psychotic patients. 
The drugs tended to reactivate violent psychotic out- 
bursts, repeating the acute early phases of the ill- 
ness, and its use was complicated by widespread 
disturbing and dangerous somatic complications. 
Further study is needed before the usefulness of 
the drug in the treatment of chronic psychotic pa- 
tients can be determined. 


SWEDEN 


Endocrinological Institute——The only hospital de- 
partment in Europe specializing in endocrinological 
research was inaugurated in January at the Stock- 
holm Carolinian Hospital, under the chairmanship 
of Professor Rolf Luft. One half of the floor space 
is occupied by laboratories. The most important 
task of the new institute will be further research 
in endocrinology. Important projects include studies 
on diabetes, thyroid diseases, and hormone treat- 
ment of certain types of cancer. 


Protons Used in Brain Surgery.—Proton rays were 
used in brain surgery at the Upsala University in 
December. Now the operation has been judged 
successful. The patient was a 55-year-old man 
suffering from chronic depression, and the opera- 
tion was the result of close teamwork between 
neurosurgeon, histopathologist, radiologist, and the 
personnel of the synchrocyclotron department of 
the institute. Experiments with the use of a proton 
ray as a surgical instrument were first made at the 
University of California in Berkeley, where a dif- 
ferent procedure from the one used at Upsala 
was followed. This operation, the first of its kind 
on a human being, was preceded by extensive 
animal experiments on mice, rabbits, and goats 
which were subjected to careful pathological ex- 
amination in order to ascertain the possible after- 
effects. The results were reassuring. Professor Lars 
Leksell, a neurosurgeon of Lund University, be- 
lieves that the method will be specially useful for 
treatment of chronic pain, paralysis agitans, and 
certain psychic disorders. 

The protons, with an effect of 190 million elec- 
tron volts, cut off deep-lying nerve paths in the 
brain. The advantages over conventional brain 
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operations is that this procedure diminishes the 
hazards and complications involved and shortens 
the time of recovery. The new type of operation 
is not painful and takes place without anesthetics. 
Hospitalization is not required. The Upsala pa- 
tient was in touch with the operating team by 
means of a microphone, the operating crew watch- 
ing the procedure by television in order to avoid 
being subjected to ionizing radiations. The treat- 
ment was interrupted about 40 times to change 
the angle of approach of the ray, and the patient 
was thus never alone more than about a minute 
at a time. Dr. Bérje Larsson was the nuclear sci- 
entist responsible for the instruments used. The 
new method is not likely to be generally used for 
many years. Several such operations, however, 
have been planned. 


UNITED KINGDOM 


Reducing Tablets.—Drs. A. Foster and C. Seager of 
Barrow Gurney Hospital are compiling data for 
the Poisons Board on the use of reducing tablets, 
which they claim are producing drug addicts. 
Women pay an average of $1 weekly for the tab- 
lets, which are sold at the rate of one million a 
month. The Poisons Board is considering making 
a number of reducing preparations available only 
on prescription. A woman recently appeared be- 
fore the courts accused of forging doctors’ prescrip- 
tions to get reducing drugs, which she had been 
taking for five years. Her weight had dropped from 
154 to 84 lb. (69.9 to 38.1 kg.), and she suffered 
from severe insomnia. She finally concluded that 
it was “better to stay fat and happy.” 


Electronic Pacemaker Sutured into the Heart.—One 
of the major hazards of open-heart operations for 
the closure of ventricular septal defects is damage 
to the conduction mechanism and consequent 
heart block. This has been dealt with by Ross and 
co-workers by direct stimulation of the ventricles 
by an electrode sewn into the heart and connected 
to a pacemaker (Lancet 1:392, 1959). A 7-year-old 
girl was operated on by Sir Russell Brock for clo- 
sure of a ventricular septal defect. A complete car- 
diac bypass was maintained for just over 30 minutes, 
and the heart was arrested for this period with po- 
tassium citrate. The defect was closed, but shortly 
afterward fibrillation and finally heart block oc- 
curred. The bared ends of two electrodes, one act- 
ing as a stimulator and the other as a spare, were 
sutured with fine silk into the anterior surface of 
the right ventricle, about 2 cm. apart. An indifferent 
electrode was implanted into the right pectoralis 
major muscle. All three leads, which were 2-ft. 
lengths of plastic-covered six-strand fine wiring 
used in telephone equipment, were exteriorized by 
separate incisions and anchored to the skin. The 
ends were connected to a battery-operated artificial 
pacemaker adjusted to maintain a rate of 120 beats 
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per minute, the usual postoperative rate of patients 
who undergo similar ‘operations without developing 
heart block. The pacemaker, set to deliver 4 volts, 
which was just above the minimum voltage neces- 
sary to cause the heartbeats to follow the pacemak- 
er consistently, accompanied the patient back to 
the ward. An electrocardiograph-monitoring oscil- 
loscope was connected to the pacemaker. 

The heart block and its management by the pace- 
maker was the only postoperative complication. On 
the second postoperative day the child suddenly 
became pulseless for 10 seconds, presumably due 
to cardiac arrest, but quickly recovered. The pace- 
maker was switched off on the fourth day and the 
heart maintained its own rate of 80 to 90 beats per 
minute until the eighth day, when it was necessary 
to use the pacemaker again. It was used intermit- 
tently until the 11th day. Then 5 mg. of isoproter- 
enol was given orally three times daily, and the 
pacemaker was disconnected. The isoproterenol 
therapy was stopped 11 days later. On the 21st day, 
when it was evident that the heart was in sponta- 
neous sinus rhythm, the electrodes were removed 
by slight traction. The girl was discharged a month 
later and was well when last seen. 


New Type of Pneumoconiosis.—During a survey by 
the Pneumoconiosis Research unit of the Medical 
Research Council on random samples of men of 
known occupation, a new type of industrial pneu- 
moconiosis was brought to light (Tubercle 39:399, 
1958). The investigations included a detailed in- 
dustrial history, measurement of the %-second 
forced expiratory volume (FEV 0.75), and a chest 
film. The films were read by experts without any 
knowledge of the occupational or medical history 
of the subjects. One occupational group, designed 
as a control for the industrial groups, consisted of 
men who, as far as was known, had not been ex- 
posed to dust or fumes likely to damage the lungs 
or cause pneumoconiosis. When the data for this 
group were tabulated, however, it was found that 
a few of the chest films showed evidence of pneu- 
moconiosis. These were from men who had worked 
for 40 years or more on the footplate of a train as 
a driver or stoker. The FEV was above the average 
for men of similar age in such occupations as agri- 
culture. Although there was no evidence of pul- 
monary disability, the chest films showed unmis- 
takable signs of pneumoconiosis. It was therefore 
concluded that after 40 years of driving on the 
footplate of a train sufficient dust is retained by 
the lungs to be roentgenologically visible. 


New Viruses.—During an outbreak of a respiratory 
illness resembling coryzal bronchitis in a residential 
nursery in Sheffield, Sutton and co-workers (Lancet 
1:395, 1959) identified two new virus strains. 
Throat swabs from the children were inoculated 
into monkey-kidney tissue cultures. Hemagglutinins 
for chicken and human cells appeared in the medi- 
ums and two strains of virus, hitherto unreported in 
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Europe although recently described in America, 
were identified. These strains, known as HA1 and 
HA2, belong to the myxovirus group. They were 
detected by the technique of hemadsorption. 


Twin Pregnancy in a Double Uterus.—The ex- 
tremely rare case of a twin pregnancy in a double 
uterus was reported by Dr. N. Kennedy, a general 
practitioner of Kent. Twins were diagnosed ante- 
natally in a woman with two cervices who had had 
four previous pregnancies. She went into labor 
spontaneously at the expected time and after 12 
hours was delivered of an asphyxiated infant who 
died shortly afterward. After delivery the right 
side of the mother’s abdomen was seen to be empty 
and uterine contractions ceased. The remaining 
fetus lay obliquely with the vertex presenting high 
over the pelvic basin on the left. Three weeks later 
the second twin was born via the second cervix. A 
hysterosalpingogram taken subsequently revealed 
two uteri with separate cervices, the left larger 
than the right, showing that both uteri had been 
gravid. Several interesting points arise from this 
case: One uterus went into labor independently of 
the other; the right uterus retracted during the 
expulsion of the first twin, while the left uterus was 
undergoing first-stage contractions; and lactation 
was absent after the birth of the first twin but 
established itself shortly after that of the second. 


Television Angina.—In a letter to the British Medi- 
cal Journal Dr. G. Rose reported a new condition, 
observed at a clinic for coronary diseases, which 
he calls “television angina.” This affected 20% of 
those patients with angina pectoris who watched 
television programs and was provoked by seeing 
violent incidents on the screen. Among those liable 
to emotionally produced attacks only a few could 
enjoy viewing television without cardiac pain. In 
some patients television angina was the only type 
of rest pain. Rose stated that commercials were 
innocuous, but Westerns and plays or films de- 
picting violence or excitement often provoked 
anginal attacks. 


Extravenous Injection Not Negligent.—Last June a 
judgment was given in favor of a patient who sued 
the North Liverpool Hospital Management Com- 
mittee for negligence in the administration of thio- 
pental for varicose vein operation. It was claimed 
that the thiopental, which should have been given 
intravenously, entered the surrounding tissues and 
produced an abscess. The case against the commit- 
tee was that it was vicariously responsible for the 
negligence of the anesthetist. The judge awarded 
damages of $1,218. The case was taken to the court 
of appeal. The patient was an exceedingly fat 
woman; the anesthetist had inserted his needle 
obliquely over a vein and aspirated to make sure 
that the needle was in the vein. Blood entered the 
syringe, and he then injected 5 ml. of thiopental 
solution. As this produced no anesthetic effect, the 


2 

5 
= 
> 

4 
* 


Vol. 169, No, 17 


needle was withdrawn. Further attempts were made 
in both arms to locate a vein but without success. 
It was assumed that the thiopental had entered the 
tissues and not the vein, particularly in view of the 
later development of an abscess. 

One error alleged was that the anesthetist should 
have aspirated blood repeatedly into the syringe 
during the injection to make sure the needle re- 
mained in the vein, but the judge found in the 
anesthetist’s favor on this point. The second error 
alleged was that he failed to ask the patient if she 
felt any pain. The fact was that she did not, nor 
was there any swelling at the time; so even if she 
had been asked she would have replied in the nega- 
tive. The court of appeal decided that there was no 
evidence of negligence on the part of the anes- 
thetist. 


Improved Obstetric Care.—The committee set up 
in 1956 to review the organization of the maternity 
services of England and Wales (Ministry of Health 
Report of the Maternity Services Committee, Her 
Majesty's Stationery Office, 1959) reported that the 
care of a woman in pregnancy and childbirth is 
divided between the three separate parts of the 
National Health Service, namely, the hospitals, the 
general practitioners, and the local health authori- 
ties. In general the system works reasonably well, 
although overlapping and impairment of service are 
at times inevitable. The report recommends that in 
future only general practitioners who are qualified 
and experienced in obstetrics should be paid for 
maternity work. At present doctors on the obstetric 
list of the National Health Service receive $20.60 
for the complete obstetric care of a patient. The fee 
is $15 for those not on the list. The committee 
recommends that only doctors on the obstetric list, 
of which there are 14,400, should receive payment 
for maternity work. It is suggested that in the 
future admission to this list should be more selec- 
tive. A six-month obstetric internship is regarded 
as a minimum qualification, and to remain on the 
list a doctor should have conducted at least 60 
obstetric cases in the preceding three years. 
Obstetrics, formerly practiced by many general 
practitioners, has now become highly specialized. 
There are 737,704 births yearly in England and 
Wales, nearly 65% of which are in hospital. To 
remain competent a doctor should attend a mini- 
mum of 50 cases a year but, allowing for hospital 
births, there cannot be more than 12 or 13 cases for 
each practitioner and this is insufficient to main- 
tain obstetric skill. The suggestion is therefore made 
that a higher standard should be required. Fewer 
doctors would then practice obstetrics, and those 
who did would treat more such patients than at 
present. Remuneration should be correspondingly 
higher. The report also advocates the supervision 
of maternity units staffed with general practitioners 
by specialized obstetricians, without their trespass- 
ing too closely on clinical freedom. This would be 
difficult to achieve and would probably be resented 
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by general practitioners. Many women, particularly 
of the middle class, prefer to have their second 
babies delivered at home rather than in hospital. 
Other recommendations made by the committee 
include the provision of sufficient hospital accom- 
modation for 70% of all confinements and antenatal 
beds for 20 to 25% of these. As it costs the patient 
less in hospital than at home it is suggested that 
the mother confined at home should receive a ma- 
ternity grant of about $14. The committee consid- 
ers that obstetric care should still be under the 
tripartite administration of hospital, general prac- 
titioner, and local health authority. To unify it 
under a single authority would create more prob- 
lems than it would solve, but it suggests that the 
general practitioner-obstetrician could eventually 
replace the local health authority's medical officer 
in providing antenatal and postnatal care. The ex- 
pectant mother should be instructed in child care 
and hygiene and should be provided with a ma- 
ternity aid service after the birth of the baby. There 
should be sufficient premature-baby units to give 
country-wide coverage, and enough obstetric “fly- 
ing squads” to attend all emergencies that cannot 
wait for hospital care. Resuscitation equipment, 
which should be kept in all hospitals, should be 
available to general practitioner-obstetricians. The 
committee considers that these should have access 
to maternity beds in hospitals, although few do at 
present. A final suggestion is the introduction of a 
national “maternity card” on which the mother's 
complete obstetric history could be recorded. 


Idiopathic Hypoproteinemia.—Generalized edema 
may sometimes occur as a result of alteration in the 
metabolism of plasma proteins, resulting in severe 
hypoproteinemia. The patient appears to eat and 
absorb protein, to synthesize albumin, and to show 
no evidence of protein loss. Gordon, Schwarz, and 
Jarnum, working independently, showed that in this 
condition, which is known as idiopathic or hyper- 
catabolic hypoproteinemia, the proteins are lost 
from the gastrointestinal tract (Lancet 1:325, 327, 
1959). These workers have succeeded in labeling 
polyvinylpyrrolidone (PVP) with radioactive iodine 
(I'*'). This substance, with a molecular weight of 
40,000, is unaffected by proteolytic enzymes, and 
is used as a plasma expander. PVP with I'” is use- 
ful for measuring the permeability of the alimentary 
tract to serum proteins. The fecal PVP-I'*' content 
was measured after a single injection in 13 patients 
with idiopathic hypoproteinemia. In all of them 
there was excessive loss into the gastrointestinal 
tract, showing that in these patients there was an 
abnormal permeability of the tract to macromole- 
cules. Albumin synthesis, in terms of the degrada- 
tion of I'*'-labeled albumin, was high in all cases, 
showing that the edema was not due to lowered 
blood albumin level. The edema would thus appear 
to be due to protein loss in the gastrointestinal 
tract. It is not known whether this is due to capil- 
lary leakage, a mucosal defect, or both. 
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CORRESPONDENCE 


REMOVAL OF PLASTER CASTS USED 
IN WALKING 


To the Editor:—For years my colleagues and I have 
been removing plaster casts used in walking by 
cutting them laterally or anteriorly. Recently, | 
came to the conclusion that it would be much eas- 
ier to cut a cast posteriorly over the calf of the 
leg. This is the softest spot of the leg, and there is 
no bone anywhere near. This way one does not 
have to make the cut curving around the foot but 
merely cuts the plaster from the top to the heel. 
After having done that, all that is necessary is to 
spread the cast just enough to allow the patient 
to slip his foot out backwards. I have not found 
that method described in the literature and thought 
it might be of some help to others, as it was to me. 


GrorceE GEYERHAHN, M.D. 
73 Deering St. 
Portland, Maine. 


CLONIC CONVULSIONS 


To the Editor:—In the case report on “Clonic Con- 
vulsions After the Oral Use of Perphenazine (Trila- 
fon)” in THE JouRNAL (169:834-835 [Feb. 21] 1959), 
the authors suggest that the patient had an 
epileptiform seizure. From the case summary it is 
noted that jaw and neck tremors were observed 
first, followed by generalized, clonic convulsions 
without loss of consciousness, opisthotonus, and roll- 
ing of the eyes upward. This description is remi- 
niscent of the group of dyskinetic reactions of the 
extrapyramidal syndrome. Coming on shortly after 
the administration of perphenazine and charac- 
terized by tremors of the head and neck, hyper- 
extension of the trunk, oculogyric crises, and 
generalized muscle spasms, it seems to be a strio- 
pallidal disorder rather than epilepsy. 

These bizarre and sometimes frightening myo- 
neural disturbances occasionally occur after the 
use of even small amounts of phenothiazines with 
a piperazine ring in the side chain and have been 
mistaken for epilepsy, encephalitis, and tetany. It 
would be rare for a generalized epileptic convul- 
sion to occur without concomitant loss of con- 
sciousness. Freyhan recommends intravenously 
given caffeine and sodium benzoate, or phenobar- 
bital sodium, during the acute phase. In addition, 


an anti-Parkinsonian agent should be given. When 
it is necessary to continue use of the drug, tem- 
porary reduction of dosage along with continued 
use of the anti-Parkinsonian compound is a rela- 
tively safe procedure. Apparently, physiological 
tolerance occurs and the dyskinetic syndrome is 
rarely seen after one week of phenothiazine ther- 
apy. Although this group of drugs may decrease 
the seizure threshold, this effect is considered a 
high dosage phenomenon. Epileptic convulsions 
would not be expected to occur on the first day of 
therapy. 

SipNEY CoHEN, M.D. 

Veterans Administration Center 

Wilshire and Sawtelle Boulevards 

Los Angeles 25. 


“LABORATORY ERROR” 


To the Editor.—In the Feb. 7 issue of THe JourNAL, 
page 653, the reviewer of the book “Electrolyte 
Changes in Surgery” compliments the authors on 
their statement “that the most common electrolyte 
abnormality encountered in clinical medicine is the 


‘laboratory error.’ ” Excellent methods are now avail- 
able for maintaining quality control in clinical lab- 
oratories. 

As a Clinical pathologist, I have reviewed more 
than 2,000 complete electrolyte studies (determina- 
tion of pH; carbon dioxide content; concentration 
of sodium, potassium, chlorides, and total proteins; 
and the hematocrit reading) during the past two 
and one-half years. This review showed that the 
most common electrolyte abnormality encountered 
in our clinical practice was that due to patient dis- 
ease. The second most common electrolyte abnor- 
mality was that due to therapeutic excess or neglect. 

With proper use of contro] serum samples, the 
probability of “laboratory error” in any electrolyte 
determination can be statistically quantitated and 
kept below a predetermined level. The probability 
of error within a certain range of values can readily 
be kept below 1 in 1,000. This easily attainable 
probable incidence of error is certainly far re- 
moved from a level that would make “laboratory 
error” the most common cause of electrolyte dis- 
turbances. 

S. RayMonp GamBIno, M.D. 
2900 W. Oklahoma Ave. 
Milwaukee 15. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Privileged Communications: Admissibility of Hos- 
pital Record Made by Attending Physician.—This 
was an action for damages suffered by the plaintiff 
as a result of an automobile accident. From a judg- 
ment for the plaintiff, the defendant appealed to the 
Supreme Court of Iowa. 

Among other things the defendant contended that 
the trial court erred in refusing to admit in evidence 
the medical record of the plaintiff made at the hos- 
pital where he was taken immediately after the 
accident. The record was made in the handwriting 
of the attending physician, who also testified that 
he examined and prescribed for the plaintiff. The 
record was denied admittance in evidence on the 
ground that it constituted a privileged communica- 
tion. 

The Iowa law relative to privileged communica- 
tions provides that: “No practicing attorney, coun- 
selor, physician, surgeon, or the stenographer or 
confidential clerk of any such person, who obtains 
such information by reason of his employment . . . 
shall be allowed, in giving testimony, to disclose 
any confidential communication properly entrusted 
to him in his professional capacity, . . .” The plain- 
tiff contended that the record clerk of the hospital 
is the stenographer or confidential clerk of the 
attending physician and that the records in her 
charge taken in a professional capacity, or informa- 
tion gained while acting in such a capacity, are 
privileged. 

We think there is much merit in this contention, 
said the Supreme Court. We have previously an- 
nounced the rule that we will draw no fine lines as 
to whether a communication, professionally se- 
cured, is necessary or unnecessary. The policy of 
the statute is to provide for great freedom of dis- 
closure by a patient to his physician, for the patient 
is often in no position to know what disclosures 
may or may not be necessary for his proper treat- 
ment. We have also held that the statute should 
receive a liberal construction designed to carry out 
its manifest purpose to make consultation by a 
patient with his physician entirely confidential and 
free from anticipation or fear that this confidence 
will be broken by the examination of the physician, 
directly or indirectly, as a witness in some legal 
proceeding. Clearly, then, such a statute is in- 
tended to cover any information gathered from the 
patient and placed in a record by an attending, 
consulting, or treating physician, whether done in- 
tentionally, willfully, or under a law requiring its 
preservation. It is our conclusion that any such 
information placed upon such hospital records 
would be, and is, covered under the statute as 
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privileged to the same extent that the knowledge 
and information of the examining or treating physi- 
cian is privileged. 

The defendant also contended that the attending 
physician should have been permitted to answer 
questions as to whether or not the plaintiff, when 
seen in the hospital, was a drug addict; whether 
or not the plaintiff gave a history of drug addiction; 
and whether or not examination of the plaintiff 
indicated him to be a drug addict. Answers to these 
questions were not permitted on the ground that 
they were privileged, but the defendant contended 
that the observations inquired of and made by the 
doctor were of the nature of a casual observation 
and that he could make that determination without 
the confidence or any confidential relationship with 
the plaintiff. 

There can be no serious contention, said the Su- 
preme Court, that a professional physician-patient 
relationship was not established or intended to be 
established when the information and observation 
which was solicited by these questions was secured 
by the doctor. It may well be that this doctor or 
any doctor could identify a person addicted to the 
drug habit if he saw him on the street, but such is 
not the case before us. The information imparted, or 
which could have been imparted, certainly had, or 
could have had, a definite relation to his treatment, 
or possible treatment, and was not in the class of 
information willingly imparted as to matters foreign 
to the professional service anticipated; such as how 
or where the accident happened. The information 
sought was obtained during the professional rela- 
tionship between the doctor and the plaintiff and 
was privileged. 

The defendant's other contentions were also 
overruled and the judgment in favor of the plaintiff 
was affirmed. Newman v. Blom, 89 N. W. (2) 349 
(Iowa, 1958). 


Hospitals: Liability for Self-Inflicted Injury to 
Mentally Disturbed Patient.—This was an action 
for damages to a patient resulting from the alleged 
negligence of the employees of the defendant 
hospital. From a judgment in favor of the hospital 
the plaintiff appealed to the Supreme Court of 
Minnesota. 

The plaintiff was hospitalized in the defendant 
hospital for the purpose of receiving care and 
treatment for injuries resulting from an automo- 
bile accident which occurred a few days prior to 
admission. No mention was then made of any 
mental disturbance or distress afflicting her. She 
was apprehensive and depressed for a few days, 
but about four days later she had progressed suffi- 
ciently to be able to go home. On the day she was 
to leave she was visited by a relative and a min- 
ister, and she seemed to enjoy talking to both of 
them. Shortly after the second visitor had left the 
plaintiff jumped out of the hospital window and 
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sustained the injuries forming the basis for this suit. 

At the trial the plaintiff called a specialist in 
psychiatry and neurology. His testimony, based on 
the hospital record that was read to him, was to 
the effect that it would be impossible for any nurse 
to recognize suicidal tendencies on the part of the 
plaintiff and that even as a psychiatrist he might 
not have noticed such tendencies. Another doctor 
called by the plaintiff stated that he had observed 
the plaintiff while she was in the hospital and 
had not noticed any unusual behavior on her part. 

The defendant is a general hospital and has no 
ward or department nor any special equipment 
for the care of psychiatric or mental patients and 
does not accept such patients. On its staff it has 
several neurosurgeons and psychiatrists. It is the 
place where its staff doctors bring their patients 
for care, and the doctors, not the hospital, direct 
the care to be given such patients. The psychia- 
trists on its staff come in as consultants to other 
doctors but do not hospitalize their psychiatric 
patients there. If a patient manifested a mental 
disorder, the patient’s doctor would immediately 
be advised to such effect, and the hospital would 
arrange for the transfer of such a patient to some 
mental hospital. The defendant is not equipped 
with portable window bars or cages for the re- 
straint of mental patients. There are no locks on 
the windows. If a patient manifests suicidal ten- 
dencies, a report to such effect would be made to 
the patient’s doctor, and the hospital employees 
would carry out his instructions in the case. Under 
no circumstances would they attempt to restrain, 
tie up, or imprison any patient without an order 
to do so from the patient’s doctor, except in ex- 
treme emergencies. 

In this case, said the Supreme Court, there was 
nothing to indicate that the plaintiff was contem- 
plating suicide. On March 31, while still appre- 
hensive, she appeared able to control herself ration- 
ally and was cheerful about the prospect of return- 
ing home that day. She enjoyed talking to the min- 
ister who visited her that day and was reluctant to 
have him leave. She also manifested pleasure at 
the visit of her relative. To hold, the court con- 
tinued, that under such circumstances the failure 
of the hospital attendants to apply restraints or 
to take other steps to restrict or confine her on 
their own responsibility constituted negligence 
would place too heavy and dangerous a burden 
on attendants employed by a general hospital. 


The Supreme Court concluded that in a case where | 
a patient is admitted to a general hospital merely — 


for the treatment of injuries sustained in an acci- 
dent and nothing is said about any mental dis- 
orders afflicting such patients, and where, after such 
an incident as described here, the patient mani- 
fests such improvement as to eliminate any evi- 
dence of peculiarity or tendency to suicide and 
the hospital attendants abide by the orders of 
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the patient’s physician, it can scarcely be said 
that a fact in issue is present as to the hospital's 
negligence. 

Accordingly the judgment in favor of the de- 
fendant hospital was affirmed. Clements v. Swedish 
Hospital, 89 N. W. (2) 162 (Minn., 1958). 


Autopsies: Right of Non-M.D. to Give Opinion as 
to Cause of Death.—This was a prosecution for 
first-degree manslaughter. From a judgment of con- 
viction, the defendant appealed to the court of 
appeals of Alabama. 

The evidence showed that the autopsy on the 
body of the deceased had been performed by Mr. 
Sowell, a staff member of the State Department of 
Toxicology and Criminal Investigations. He held a 
bachelor of science degree in chemistry and addi- 
tionally had studied bacteriology and human anat- 
omy, pathology, physiology, and toxicology. He 
testified that he had performed approximately 500 
autopsies during the time he had been employed 
by the department. He was not a physician, and 
the defendant contended that it was error to per- 
mit him to give his opinion testimony as to the 
cause of the deceased’s death. 

In view of Mr. Sowell’s studies and experience, 
said the court, we think he was shown to be amply 
qualified to testify as an expert in this field. 

For this and other reasons, the judgment of con- 
viction was affirmed. McMurtrey v. State, 101 S. 
(2) 88 (Ala., 1957). 


Charitable Hospitals: Immunity from Tort Liabil- 
ity.—This was an action for damages caused by the 
alleged negligence of the defendant hospital. From 
a judgment in favor of the defendant, the plaintiff 
appealed to the Supreme Court of Pennsylvania. 

While she was a patient in the defendant hos- 
pital, the plaintiffs wife fell and fractured an ankle. 
The defendant raised as its defense that it was an 
eleemosynary institution and thus not liable for the 
torts of its agents and employees. 

The immunity of an eleemosynary institution 
from tort liability, said the Supreme Court, has long 
been the established rule in Pennsylvania. The 
rationale of the rule lay in the bounden duty of a 
public charity as a trustee to apply its funds in 
furtherance of its beneficent purpose. The doctrine 
has been abandoned in England and in a number 
of American jurisdictions but the law on this sub- 
ject is clear in this state. Charitable institutions 
are not subject to liability for tort. 

Even though the rule of nonliability is judge- 
made it should not be abrogated otherwise than by 
a statute made to operate prospectively. 

The court therefore refused to repudiate the rule 
of nonliability, and the judgment in favor of the 
defendant hospital was affirmed. Knecht v. Saint 
Mary's Hospital, 140 A (2) 30 (Pa., 1958). 
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INTERNAL MEDICINE 


Effects of Sublingual Nitroglycerin on Pulmonary 
Arterial Pressure in Patients with Left Ventricular 
Failure. J. B. Johnson, A. Fairley and C. Carter. 
Ann. Int. Med. 50:34-42 (Jan.) 1959 [Lancaster, Pa.]. 


The authors studied with the aid of right heart 
catheterization the hemodynamic alterations pro- 
duced by glyceryl trinitrate (nitroglycerin) admin- 
istration in 9 men and 4 women, between the ages 
of 35 and 74 years, with left ventricular failure. 
Most of the patients had hypertensive heart disease. 
After control cardiac outputs and blood pressure 
measurements in the brachial and pulmonary ar- 
teries were made, glyceryl trinitrate in doses of 0.6 
mg. was administered sublingually. Cardiac outputs 
and blood pressure measurements then were re- 
peated at short intervals during the succeeding 30 
minutes. In 9 of the 13 patients a reduction in pul- 
monary artery pressure was noted within 5 to 15 
minutes after the administration of glyceryl trini- 
trate. By the end of 30 minutes a reduction in pul- 
monary artery pressure was observed in all 13 pa- 
tients. In 4 patients in whom it was possible to 
measure the pulmonary wedge pressure according 
to Hellem’s method, a significant fall in this pres- 
sure was also observed. In 12 patients the total pul- 
monary resistance fell promptly during the first 15 
minutes after glyceryl trinitrate therapy. There was 
no consistent alterations in the cardiac output, nor 
was there a significant increase in heart rate. 

One patient with a clinical diagnosis of angina 
pectoris was catheterized as a part of a preoperative 
study in preparation for pericardial poudrage. A 
typical attack of anginal pain with radiation into 
the left arm, similar to the patient's well-docu- 
mented previous attacks, occurred during the 
period of control hemodynamic observations which 
preceded the sublingual administration of glyceryl 
trinitrate. During the height of precordial pain 
there was a sharp increase in the pulmonary artery 
pressure, and the pulmonary resistance was greatly 
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elevated. Administration of glyceryl trinitrate re- 
sulted in a prompt reduction of pulmonary artery 
pressure and total pulmonary resistance, and there 
was complete disappearance of anginal pain. The 
patient had no subsequent complications as a result 
of this experience. The clinical and physiological 
data obtained in this and other patients in this 
series after the administration of glyceryl trinitrate 
suggest that this drug has an important place in the 
management of patients with pulmonary artery hy- 
pertension and paroxysmal dyspnea associated with 
failure of the left ventricle. 


Miliary and Meningeal Tuberculosis: A Review of 
354 Cases. L. V. Reilly. Ulster M. J. 27:146-157 
(Nov.) 1958 [Belfast, Northern Ireland]. 


Three hundred fifty-four patients were treated in 
the Whiteabbey Hospital, of the Northern Ireland 
Tuberculosis Authority, from late in 1947, when 
streptomycin first became available, to the end of 
1956. The group included 76 patients with miliary 
disease alone, 160 with meningeal disease in whom 
miliary spread was not detected, and 118 with 
miliary and meningeal disease combined. The inci- 
dence of miliary and meningeal tuberculosis was 
highest in children under 4 years of age; these 
numbered 120. Sixty per cent of the adults were be- 
tween 20 and 30 years of age. Five patients were 
over 60. A history of contact with a patient who 
had infectious tuberculosis was obtained in many 
patients, particularly in children. 

The diagnosis of miliary tuberculosis was usually 
confirmed by roentgenologic evidence and by the 
detection of choroidal tubercles. These tubercles 
were found in 25 patients with only miliary disease, 
in 59 with combined miliary and meningeal disease, 
and in 8 with meningeal disease. Sometimes they 
were not found till some weeks after the diagnosis 
had been made. The Mantoux reaction was almost 
invariably positive. Bacteriological confirmation of 
miliary disease was usually obtained by the finding 
of Mycobacterium tuberculosis in the fasting gastric 
residue. Positive cultures were found in 49 of the 
76 patients with miliary tuberculosis. A few at- 
tempts were made to isolate the organism from 
blood or bone marrow, but without success. Con- 
firmation of meningeal disease was obtained by ex- 
amination of the cerebrospinal fluid. The combina- 
tion of increase in the protein content and in cell 
count with reduction in the sugar content of the 
cerebrospinal fluid was the usual finding. Cell 
counts varied widely from 60 to 300, and lympho- 
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cytes usually predominated. Examination of the 
cerebrospinal fluid for tubercle bacilli was carried 
out in all cases, and tubercle bacilli were isolated 
in 144 of 160 meningeal cases, in 110 of 118 com- 
bined miliary and meningeal cases, and in none of 
the miliary cases. In addition to direct smear exam- 
inations, cultures were made. 

Methods of treatment changed. At first the rou- 
tine treatment consisted of the intramuscular injec- 
tion of streptomycin, and intrathecal administration 
was added when meningitis was present. During 
1949 aminosalicylic acid was added to the treat- 
ment routine, and isoniazid came into use toward 
the end of 1952. Improvement in recovery rate, re- 
duction in length of illness, and a lower incidence 
of complications became evident after the intro- 
duction of isoniazid. The addition of isoniazid to 
the treatment made it possible to dispense with the 
intrathecal use of streptomycin in many patients. 
A group of 37 patients treated with the 3 sub- 
stances without intrathecal therapy made a full 
recovery. The most serious complication of menin- 
gitis was severe mental retardation, usually with 
blindness and deafness. Eleven of 178 patients with 
meningitis had this complication, and some of them 
still survive. Early diagnosis offers the best hope 
of recovery. A marked reduction in incidence of 
the disease occurred in the last few years. 


Sickle Cell-Hemoglobin D Disease. E. W. Smith 


and C. L. Conley. Ann. Int. Med. 50:94-105 (Jan.) 
1959 [Lancaster, Pa.]. 


The authors report a youth with sickle-cell- 
hemoglobin D (S-D) disease, who was followed up 
from the age of 14 months to that of 21 years. The 
patient had fair skin, blue eyes, blond hair, and 
sthenic habitus, and he had no features suggestive 
of Negroid ancestry. He had had recurrent episodes 
of severe pain in the back and extremities dating 
from early infancy, and many attacks of “pneumo- 
nia,” transient ulcers of the lower legs, and a chron- 
ic hemolytic anemia. Nevertheless, he maintained 
the general appearance of good health and was an 
accomplished athlete. Examination of a fixed blood 
smear revealed pronounced anisocytosis, with a 
large number of target cells and a few sickle cells, 
and the electrophoretic pattern of the hemoglobin 
on filter paper at pH 8.6 could not be distinguished 
from that of sickle-cell anemia. Despite these find- 
ings a diagnosis of homozygous sickle-cell disease 
was questioned because of many atypical features. 
Additional studies were performed, which revealed 
clear separation of the § and D hemoglobin com- 
ponents on agar plates at pH 6.2, and a smaller 
component with the mobility of fatal hemoglobin 
was also observed. The mother of the patient and 
5 of her relatives were found to have the hemo- 
globin D trait. The patient’s father and 6 of his 
relatives had the sickle-cell trait. In neither lineage 
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was there evidence of Negro ancestry. Since the 
patient’s paternal grandfather married twice and 
S hemoglobin appeared in children of each mar- 
riage, it is almost certain that he carried the S gene. 
The atypical hemolytic disorder in the patient thus 
had resulted from the inheritance of hemoglobin D 
from the mother and hemoglobin S from the father. 
The genetic data which were obtained support the 
belief that hemoglobin D is an allele of types A, C, 
and S of hemoglobin. 


Salt Metabolism in Hypertension. J. M. Weller and 
S. W. Hoobler. Ann. Int. Med. 50:106-114 (Jan.) 
1959 [Lancaster, Pa.]. 


It is an established fact that sodium chloride 
metabolism is abnormal in patients with essential 
hypertension. These patients may have a slightly 
elevated serum sodium concentration, expanded 
total body sodium content, and increased amounts 
of sodium and water in their arterial walls. Hyper- 
tension may be alleviated by sodium depletion. The 
authors’ studies carried out at the University Hos- 
pital in Ann Arbor, Mich., confirmed the fact that 
chlorothiazide, a potent natruretic agent, may exert 
an antihypertensive effect in both hypertensive an- 
imals and in patients. This drug potentiates the 
effect of various antihypertensive regimens. The 
concomitant administration of chlorothiazide re- 
duces the requirement for ganglionic blocking 
agents in the treatment of hypertension. Patients 
who have undergone sympathectomy appear to be 
unusually responsive to the lowering effect of 
chlorothiazide on the blood pressure. 

The increased renal tubular rejection of sodium, 
chloride, and water in response to salt loading, 
which is present in patients with essential hyper- 
tension, is felt to be the result of the elevated blood 
pressure and not its cause. There is no evidence 
that water excretion, occurring in excess of sodium 
excretion, causes a “relative retention” of sodium in 
most of the patients with hypertension. The con- 
cept is discussed that in essential hypertension the 
sodium content of certain compartments or tissues, 
possibly including vascular smooth muscle, may 
be increased. This may lead to the rise in blood 
pressure. The effectiveness of chlorothiazide in the 
treatment of some patients with hypertension may 
be through its ability to deplete these tissues of 
sodium; in other patients it appears to act through 
depletion of the plasma volume. 


Cholesterol Metabolism: Clinical Aspects. H. Malm- 
ros. Nord. med. 61:3-7 (Jan. 1) 1959 (In Swedish) 
[Stockholm]. 


In essential hypercholesterolemia (Miiller’s dis- 
ease) the hereditary disturbance in cholesterol me- 
tabolism can lead to considerable deposits of cho- 
lesterol in various tissues. Particularly in the cases 
in which the serum cholesterol content is around 
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400 mg. % or more, Miiller’s disease may be sus- 
pected as the cause. Examination of the serum cho- 
lesterol in siblings and other relatives may reveal 
several cases of cholesterolemia in the family. 
Such investigations are of practical value from the 
prophylactic standpoint, as in patients with hyper- 
cholesterolemia on a hereditary basis there is 
special risk of heart infarction or other grave man- 
ifestations of arteriosclerosis setting in early. Hy- 
percholesterolemia can appear secondarily in other 
diseases, such as hyperthyreosis, nephrosis, and 
poorly regulated diabetes. Here cholesterol deposits 
may occur in different tissues. This is also true in 
cholesterolemia seen in essential or secondary 
hyperlipemia. Cholesterol deposits can occur with- 
out increased serum cholesterol, as in Hand-Schiil- 
ler-Christian disease. Most gallstones are made up 
chiefly of cholesterol. Not infrequently there is 
xanthelasma palpebrarum in women with gall- 
stones. The level of serum cholesterol in these cases 
is often increased. From the clinical point of view 
the most important cholesterol deposits are those 
which appear as atheromatous plaques in the in- 
tima of the arteries in arteriosclerosis. During the 
last 2 or 3 years in the department of medicine at 
Lund, 30 patients with essential hypercholestero- 
lemia were treated, most of them for over a year, 
with a diet containing no fat except corn oil. A 
definite fall in serum cholesterol was noted after a 
few weeks. 


Sideropenia Problem Illuminated by Follow-Up of 
Patients with Hypochromic Anemia. I. Lindblom. 
Nord. med. 61:7-13 (Jan. 1) 1959 (In Swedish) 
[Stockholm]. 


Of 305 patients with sideropenia (25 men and 280 
women) treated 20 years ago, 80 have died; one 
death was due to cancer of the esophagus. Of the 
123 patients followed up, 117 of whom were wom- 
en, 2 had developed cancer of the hypopharynx (at 
present healed), and 1 had developed sublingual 
cancer (operated on 5 years ago and cured). Be- 
cause of membranes of the hypopharynx which 
seem to be relatively resistant to therapy, 20 pa- 
tients have been regarded as especially predisposed 
to cancer; they have required after-control, possibly 
combined with biopsies of specimens from the 
mesopharynx and the nasopharynx, in order, if pos- 
sible, that precancerous conditions may be revealed 
early. The frequency of other symptoms of sidero- 
penia is higher here than in other patients, but the 
symptoms have responded in the same degree to 
treatment with iron. While no relation between 
sideropenia and dietary deficiency has been estab- 
lished, the possibility of deficient diet to some ex- 
tent years ago and in occasional cases now is not 
excluded. Graver recurrence of sideropenic anemia 
depends on acute causes, particularly bleeding. 
Return to normochromia occurs only gradually with 
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increasing age, probably as a sign of slow building 
up of the iron depot. The irreversibility of sidero- 
penia symptoms is greater in the patients initially 
treated only for their anemia and in those dis- 
covered through family connections than in the 
patients accidentally discovered to have the disease. 
A similar clinical course in the 3 pairs of uniovular 
twins in the material further supports the hypothe- 
sis that a dominant gene transmits the tendency to 
insufficient absorption of iron, disclosed especially 
when large amounts of iron are lost through bleed- 
ing. 

Pernicious anemia was found in 10.6% of all the 
patients followed up in the series, and in 26% of 
those with stationary achlorhydria. Clinical ob- 
servations on the 117 women suggest that heredi- 
tary factors, marginal amounts of iron in the diet, 
and pathological bleeding are conditions to be 
considered. Particularly in adolescent girls these 
conditions seem likely to cause sideropenia, which 
will recur on slight extra demands on the iron 
deposits. 


Familial Hypercholesterolemic Xanthomatosis and 
Hypothyreosis. J. Opstad. Nord. med. 61:15-17 (Jan. 
1) 1959 (In Norwegian) [Stockholm]. 


A case of familial hypercholesterolemic xantho- 
matosis and myxedema in a man, aged 42 years, 
belonging to a family with familial hypercholester- 
olemia, was observed for a year. The serum choles- 
terol concentration varied during treatment with 
thyroxin. After a transient fall 3 months after the 
thyroid function had become normal, the concen- 
tration rose to values considerably higher than 
those before treatment. The phenomenon is be- 
lieved to depend on the patient’s abnormal choles- 
terol metabolism. The author had previously re- 
ported a case of familial hypercholesterolemic 
xanthomatosis combined with myxedema in which 
there was an initial fall in the serum cholesterol 
concentration after treatment; 3% years later, how- 
ever, the serum cholesterol level was 390 mg. %, 
although the patient was euthyroid and metabolism 
was normal. It appears that thyroxin treatment of 
patients with familial hypercholesterolemic xantho- 
matosis and myxedema does not result in long-range 
reduction of the serum cholesterol, but a fall in the 
serum concentration occurs early or late during 
treatment and is followed by a secondary increase 
of serum cholesterol. 


Hypoglycemic Effects of 1-(p-Chlorobenzenesul- 
fony])-3-n-Propylurea: Observations in Man. A. M. 
Tornow, M. R. Zinke, P. Greenberg and C. M. 
Leevy. Diabetes 8:1-6 (Jan.-Feb.) 1959 [New York]. 


The authors report on 33 patients with diabetes 
mellitus who were treated with chlorpropamide 
for pe- 
riods varying from 6 weeks to 6 months. Of the 33 
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patients, 18, who were controlled on diet and tol- 
butamide, or less than 20 units of insulin, were 
considered to have mild diabetes; 7, requiring 20 
to 60 units of insulin, were considered to have 
moderate diabetes; 5 with maintained hypergly- 
cemia and glycosuria on 60 or more units of insulin 
were considered to have severe diabetes; and 3 
with unpredictable fluctuation between hypergly- 
cemia-glycosuria-ketonuria and insulin shock were 
considered to have brittle diabetes. Two of the 18 
patients with mild diabetes, who were previously 
controlled on tolbutamide, were no longer respon- 
sive to this drug at the time chlorpropamide ther- 
apy was instituted. During the earlier part of the 
investigation, each of the patients was given 1 Gm. 
of chlorpropamide daily; subsequently the daily 
dose varied between 0.25 and 0.5 Gm. depending 
on its effectiveness. 

Results showed that chlorpropamide is an effec- 
tive hypoglycemic agent in patients with diabetes 
mellitus. Chlorpropamide exhibited only a slightly 
greater hypoglycemic effect than tolbutamide after 
single doses of 1 Gm. of these drugs, but it ap- 
peared to be significantly more potent when given 
in maintenance doses of 0.5 to 1 Gm. daily. It 
permitted stabilization of diabetes in 2 patients 
who had become refractory to tolbutamide and in 
4 patients with incomplete control on tolbutamide. 
There is, in general, an inverse relationship be- 
tween the level of chlorpropamide and its effects 
on the concentration of sugar in the peripheral 
and hepatic venous blood. The drug tends to 
accumulate, so that adjustment of dosage is neces- 
sary to prevent profound drop in blood sugar. 
Severe hypoglycemia occurred in 3 patients on 
maintenance doses of 1 Gm. daily, associated with 
mental confusion, tachycardia, and sweating. Re- 
duction of the administered amount and of the 
frequency of administration of the drug prevented 
recurrent hypoglycemia. 

Chlorpropamide did not produce any evidence 
of dermal, renal, hepatic, or hemopoietic toxicity 
in the 33 patients. A regimen consisting of an initial 
dose of 0.5 Gm. of chlorpropamide each day, fol- 
lowed by a reduction or an increase depending 
on the clinical response, provided quickest control 
and fewest side-reactions. Slight gastrointestinal 
reactions were observed in 6 patients receiving 1 
to 2 Gm. of the drug each day. Best control was 
established by periodic determinations of blood 
sugar and sulfonamide levels. 


The Use of Latex Agglutination Reaction in the 
Diagnosis of Rheumatoid Arthritis. A. Ulloa, S. W. 
Griffin, M. L. Hayes and H. L. Holley. J. M. A. 
Alabama 28:212-214 (Jan.) 1959 [Montgomery]. 


The serum of patients with rheumatoid arthritis 
is capable of agglutinating sensitized particulate 
bodies, such as bacteria, erythrocytes, collodion, 
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and latex particles. This agglutination capacity is 
predicted upon the presence in the serum from 
rheumatoid patients of factors that are either 
absent or present in minimal amounts in the serum 
of normal individuals. Such a factor has been 
identified in the gamma globulin component of 
rheumatoid serums with the use of the analytic 
ultracentrifuge, paper chromatography, and ion 
exchange chromatography, in addition to the va- 
riety of serologic indicator systems. The exact 
nature of this so-called rheumatoid factor remains 
obscure, but the fact that it appears consistently 
in the serum of rheumatoid patients and rarely in 
that of nonrheumatoid patients represents one of 
the most significant advances. Since Rose and co- 
workers in 1948 used sensitized sheep cells in the 
first serologic test for rheumatoid arthritis, many 
modifications have been suggested. 

The authors report their experiences at Univer- 
sity Hospital and Hillman Clinic in Birmingham, 
Ala., with the latex test in which whole serum is 
used. Tests were made on 171 persons, in 85 of 
whom the diagnosis of rheumatoid arthritis was 
definite, and in 9 probable. Twenty-three had 
osteoarthritis; 9, lupus erythematosus; 10, ankylos- 
ing spondylitis; and 5, gouty arthritis. The other 
groups included normal controls and patients with 
disorders other than rheumatoid arthritis. The test 
was positive in 75 of the 85 patients (88%) with 
known rheumatoid arthritis. The authors conclude 
that the latex test is a valuable aid in the diagnosis 
of rheumatoid arthritis. 


SURGERY 


Massive Systemic-Pulmonary Arterial Shunt 
Through Multipie Pleural Adhesions. P. T. De 
Camp and H. B. Hatch Jr. A. M. A. Arch. Surg. 
78:206-211 (Feb.) 1959 [Chicago]. 


The authors report on a 34-year-old woman in 
whom a massive systemic-pulmonary arterial shunt 
occurred through multiple arterialized pleuropul- 
monary adhesions between the wall of the chest 
and the upper lobe of the left lung. This shunt 
increased the resting cardiac output by 75% and 
produced repeated attacks of choking and syncope. 
Preoperative roentgenograms of the chest revealed 
old fibrotic lesions in both lungs in the region of 
the lateral portions of the first and second anterior 
interspaces. A phonocardiogram recorded over the 
left third interspace near the sternal border showed 
a long systolic bruit with midsystolic accentuation. 
Division of the pleuropulmonary adhesions resulted 
in relief of all symptoms and eradicated the ab- 
normal shunt. 

Vascularized pleuropulmonary adhesions are 
commonly found at thoracotomy, and in some 
patients a pulsatile flow occurs from divided 
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vessels. Vigorous pulsatile flow must indicate a 
systemic arterial communication, and the direction 
of the blood flow must be from the thoracic wall 
into the lung. The findings in this patient indicate 
that a considerable quantity of such blood may 
flow back into the pulmonary artery. A systolic, or 
continuous, murmur or souffle is characteristic, as 
is the roentgenographic evidence of notched ad- 
jacent ribs if intercostal arteries have sufficiently 
enlarged. The shunt may significantly increase the 
myocardial work load. If enough blood is deviated 
from the normal systemic pathways, syncope and 
other symptoms of cerebrovascular insufficiency 
may develop. Right heart catheterization may de- 
tect such a shunt, and is recommended in patients 
in whom this condition is suspected. In selected 
cases aortography may give additional information. 


Surgical Treatment of Chronic Bilateral Disease of 
the Lungs. S. L. Libov and Z. I. Levina. Khirurgiya 
35:13-19 (no. 1) 1959 (In Russian) [Moscow]. 


The possibilities of surgical treatment of certain 
bilateral diseases of the lungs are discussed. Ac- 
cording to the literature and the authors’ personal 
observations, bilateral disease of the lungs runs a 
severe course. In the series presented, 33 patients 
were examined; 27 of these patients suffered from 
bronchiectasis, and 26 were operated on. Bilateral 
operations were performed on 14 patients (single- 
stage operations were carried out in 3 instances). 
The greatest number of removed segments was 12. 
The left lung and the medial lobe of the right 
were removed in one patient. The majority of the 
two-stage operations were carried out at an interval 
of 6 months. Three patients died, one after a single- 
stage operation. All operations were performed 
with the patients under intratracheal oxygen-ether 
anesthesia. 


Surgical Considerations of Peripheral Arterial 
Aneurysms: Analysis of One Hundred Seven Cases. 
E. S. Crawford, M. E. DeBakey and D. A. Cooley. 
A. M. A. Arch. Surg. 78:226-238 (Feb.) 1959 
[Chicago]. 


The authors report on 107 patients with pe- 
ripheral arterial aneurysms, who were operated on 
in the surgical services of the Jefferson Davis, 
Veterans Administration, and Methodist hospitals 
in Houston, Texas, during the past 5 years. Of the 
107 patients, the peripheral arterial aneurysms were 
caused by arteriosclerosis in 54 and by trauma in 
37; poststenotic aneurysms of the subclavian ar- 
tery, just distal to a constriction produced by the 
anterior scalenus muscles, occurred in 3 patients; 
aneurysms occurred in 7 peripheral homografts, 
employed in the treatment of patients with occlu- 
sive lesions of the femoral artery, 8 to 26 minutes 
after the operation; the causative factor in the 
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development of false aneurysms occurring after 
peripheral arterial operations in 6 patients was a 
combination of infection, tension at the suture line, 
and fraying associated with the use of the Edwards- 
Tapp nylon tube. Of the 54 arteriosclerotic aneu- 
rysms, 30 were located in the popliteal artery, 23 
in the femoral artery, and 1 at the bifurcation of 
the innominate artery. The relatively high incidence 
of multiple lesions in this group of peripheral 
arteriosclerotic aneurysms is evident from the fact 
that more than one aneurysm was present in 26 
of the 54 patients. Of the 37 patients with traumatic 
aneurysms, the aneurysm resulted from a gunshot 
wound in 25 and from a stab wound in 12. The 
traumatic lesions were widely distributed, but in 
29 patients (80%) the aneurysm involved an artery 
necessary for normal blood flow, such as the carotid, 
brachial, femoral, popliteal, or subclavian. 

The clinical manifestations of the disease varied 
according to the type of lesion. The age of the 
patients with arteriosclerotic aneurysm ranged 
from 45 to 85 years; these patients were consider- 
ably older than the others and frequently had as- 
sociated heart disease and hypertension. The 
presenting symptom in most of the patients, re- 
gardless of the type of lesion, was a pulsating mass. 
Thrombosis was present in a significant number 
of patients, and this complication was associated 
with arterial insufficiency in all patients. Rupture 
had occurred in 8 patients with arteriosclerotic 
aneurysms, and heart failure was present in 3 
patients with arteriovenous fistulas. The lesion was 
localized to an operable segment of artery in all 
patients, and treatment was directed at both ex- 
cision of the lesion and restoration of circulation. 
The aneurysms were excised in all patients, and 
restoration of circulation was possible by end-to- 
end suture of the involved segments in 45; 14 of 
the latter patients had arteriosclerotic, 29 had 
traumatic, and 2 had poststenotic aneurysms of the 
subclavian artery. The defect remaining after ex- 
cision of the lesion in the other patients was of 
sufficient length to require an arterial substitute 
to restore peripheral circulation. Homografts, 
Dacron tubes, and the Edwards-Tapp tube were 
used for this purpose. 

The results obtained in these patients were 
extremely gratifying, particularly when compared 
with the natural course of the disease. Normal 
circulation was restored in most of these patients. 
Amputation was required in only 6 patients, al- 
though a large number had arterial insufficiency 
and gangrene at the time of the operation. Death 
occurred in only 3 patients in this series, all of 
whom had arteriosclerotic aneurysms, despite the 
high incidence of associated heart disease and 
hypertension. Of the 3 patients who died, death 
resulted from myocardial infarction in 2 who were 
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operated on for rupture of the aneurysm, and death 
resulted from air embolism in the third patient. 
Although the follow-up period has been over 3% 
years in most patients, the results have been well 
maintained. Three patients with arteriosclerotic 
aneurysm have died since operation, 1 of a ruptured 
aortic aneurysm, 1 of myocardial infarction, and 1 
of cancer. Arterial occlusion has occurred in only 
3 patients, and amputation has not been required 
by any of the patients since discharge from the 
hospital. 


Arteriovenous Aneurysm of the Lung. D. K. Ossi- 
pov. Khirurgiya 35:8-13 (no. 1) 1959 (In Russian) 
[Moscow]. 


The author emphasizes that up to 1942 only a 
few reports were to be found in the literature 
regarding arteriovenous aneurysms of the lung re- 
vealed at autopsy. The signs and symptoms of these 
aneurysms are cyanosis, changes in the terminal 
phalanges of the fingers, and increase in the num- 
ber of erythrocytes in the blood and of the hemo- 
globin percentage. These signs and symptoms may 
be very mild or may be entirely absent. The roent- 
genologic method of examination with tomograms, 
roentgenokymograms, and especially angiopneumo- 
grams is decisive in the diagnosis. Surgery is the 
oaly rational method of treatment. The most spar- 
ing resection of the lung is recommended. The 
author presents the case histories of 2 women on 
whom lobectomy was performed in connection with 
arteriovenous aneurysms of the lung. One patient 
was operated on under local anesthesia, and the 
other under intratrachael oxygen-ether anesthesia. 


Idiopathic Mediastinal Fibrosis. N. R. Barrett. Brit. 
J. Surg. 46:207-218 (Nov.) 1958 [Bristol, England]. 


The author points out that, while some observers 
accept mediastinal fibrosis as the expected end- 
result of tuberculous mediastinal adenitis, syphilis, 
radiotherapy, or some comparable process, he 
argues that there is an idiopathic form which 
differs from fibrosis known to have been caused by 
chronic granulomatous conditions. He uses the 
term “idiopathic mediastinal fibrosis” because the 
etiology is unknown, because the site of the changes 
is the mediastinum above the heart, and because 
an abnormal proliferation of fibrous tissue is the 
visible anomaly. The clinical hallmark is the pres- 
ence of venous hypertension in the catchment area 
of the superior vena cava. This hypertension is 
due to a fibrous mass that engulfs, invades, and 
destroys some or all of the great veins uniting to 
form the superior vena cava. The disease is rare, 
but it afflicts people of all ages and of both sexes; 
in general, the onset occurs in middle or late life. 

As a rule, the symptoms of idiopathic mediastinal 
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fibrosis appear suddenly in a patient who has previ- 

ously been healthy. At the beginning, superior caval 
obstruction is neither suggested nor obvious in many 
cases. The first symptoms are often intermittent and, 
being relatively mild, may pass unheeded. In a 
typical case, the first symptom is puffiness of the 
face and arms, noticed especially when the patient 
gets up in the morning. In the second clinical 
phase, when the effects of superior caval obstruc- 
tion are at their height, the following signs are 
added: a dusky color of the face, neck, and arms, 
with suffusion of the conjunctiva and perhaps 
telangiectasis; dyspnea, giddiness, tinnitus, head- 
ache, epistaxis, or hemoptysis; a feeling of pressure 
in the head; and a dislike of crowded places. All 
these unpleasant features are aggravated by cough- 
ing, straining, stooping, or exercise. After about 
6 to 9 months the patient enters upon the third 
phase in which, as the years pass, there is a pro- 
gressive relief of many signs and symptoms, but 
he never again becomes totally free from disability. 
The patient usually remains ambulant. 

It is suggested that the pathological changes of 
idiopathic mediastinal fibrosis are akin to those 
found in periureteric fibrosis, pseudotomor of the 
orbit, and possibly ligneous thyroiditis (Riedel’s 
disease). Idiopathic mediastinal fibrosis is a self- 
limiting disease, in which the signs and symptoms 
of superior caval obstruction are replaced and 
mitigated by those associated with the growth of 
a collateral venous circulation. The disease seldom 
kills; it is compatible with a long life, although the 
individual's working capacity may be somewhat 
restricted. There is no medical treatment. Irradia- 
tion is of no avail, and surgical operations have 
proved to be almost uniformly unsuccessful. The 
failure of bypass and replacement grafts is due to 
thrombosis in the grafts, and at the moment it 
seems to be impossible to prevent this. 


Defects of the Interventricular Septum in Infancy: 
A Two-Stage Approach to Their Surgical Correc- 
tion. H. D. Sirak, D. M. Hosier and H. W. Clat- 
worthy, Jr. New England J. Med. 260:147-151 
(Jan. 22) 1959 [Boston]. 


The high mortality of open-heart surgery for 
defects of the interventricular septum in infants 
may be avoided by a two-stage approach. Surgical 
treatment is urgently needed in many of these 
small patients, weighing less than 4.5 kg. (10 Ib.), 
because of heart failure or recurrent respiratory 
infections that do not respond satisfactorily to 
medical therapy. A two-stage approach is proposed 
to increase both the immediate and the ultimate 
salvage rate in these patients and still avoid the 
high mortality of open-heart surgery in infancy. 
In the first stage, which is performed in infancy, 
the pulmonary artery is narrowed by being en- 
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circled with a band of plastic cloth, similar to 
that in the method of Muller and Dammann. The 
constriction increases resistance to outflow from 
the right ventricle. This, in turn, reduces the left- 
to-right shunt across the septal defect. Thus, the 
work of the left ventricle is decreased, systemic 
circulation is improved, and the lung vasculature 
is spared. The second stage is the corrective open- 
heart repair. At this time the septal defect is 
closed, and the constriction is removed from the 
pulmonary artery. The operation is performed after 
the child has grown large enough to tolerate cardiac 
bypass. 

A 3-month-old infant was hospitalized in July, 
1955, because of recurrent heart failure and pneu- 
monia. Fluoroscopy showed that the activity of the 
pulmonary arteries was markedly increased. The 
patient remained in the hospital where he had 
recurring bouts of heart failure and respiratory 
infection. When he finally improved, cardiac cath- 
eterization was undertaken. This showed a defect 
of the interventricular septum, with moderate 
pulmonary hypertension and a large left-to-right 
shunt. On Dec. 1 a pulmonary tuck was performed. 
After the patient returned home, growth and de- 
velopment progressed normally until 2 years of 
age, when the parents noted that he became some- 
what bluish on exertion. During the next 6 months 
the cyanosis gradually became constant, and at 
28 months of age he was readmitted. Open-heart 
surgery was performed on Jan. 15, 1958, and the 
child was discharged on the 12th postoperative 
day. Recatheterization 2 months later indicated a 
return to normal hemodynamics. The authors be- 
lieve that this is the first patient in whom both 
stages of the two-stage approach to the surgical 
correction of defects of the interventricular septum 
were successfully completed. Success depends upon 
proper selection of patients and an adequate re- 
duction of the pulmonary artery lumen during the 
first stage. 


Bacterial Endocarditis After Surgery for Acquired 
Heart Disease: Report of Two Cases and Review 
of the Literature. F. G. Hoffman, S. L. Zimmerman, 
E. A. Bradley and B. Lapidus. New England J. 
Med. 260:152-158 (Jan. 22) 1959 [Boston]. 


The cases of 38 patients in whom bacterial endo- 
carditis developed after cardiotomy for acquired 
heart disease were collected from the literature, 
and 2 new cases are described in detail. The ages 
of the patients ranged from 20 to 51 years. Mitral 
valve surgery, including commissurotomy and su- 
turing, was performed on 23 patients, aortic valve 
surgery (which included commissurotomy and nylon 
ball) on 21, and combined aortic and mitral valve 
surgery on 4, Cardiotomy without commissurotomy 
was carried out on one patient. Inquiry into the 


MEDICAL LITERATURE ABSTRACTS 


173/2075 


type of prophylactic antibiotic treatment before 
hospitalization for cardiotomy revealed informa- 
tion for only 7 patients, but the authors feel that 
further investigation of this point might be helpful. 
Staphylococcus pyogenes var. aureus was the caus- 
ative organism in 26 cases; 11 were coagulase- 
positive, and 15 were coagulase-negative. Of the 
11 patients with coagulase-positive staphylococci, 
6 are living, and 5 dead. Of the 15 patients with 
coagulase-negative organisms, 7 are living, and 8 
dead. These figures suggest only that coagulase- 
negative strains predominate and carry a higher 
mortality. 

An attempt was made to correlate the possible 
source of infection with the temporal relations of 
onset of bacterial endocarditis after cardiotomy. 
Evidence suggests an extracardiac source when 
bacterial endocarditis develops within the first 4 
weeks after operation, whereas in patients in whom 
the disease develops later, it is usually difficult to 
demonstrate the source. Further studies on the 
healing process of the surgically traumatized valves 
appear indicated. The frequency of postcardiotomy 
bacterial endocarditis can only be estimated, but 
it appears to be well under 1%. In the series studied, 
treatment regimens varied greatly. Almost all pa- 
tients received penicillin, but streptomycin, tetra- 
cyclines, and chloramphenicol were combined with 
about equal frequency, apparently depending on 
in vitro sensitivity. The absolute mortality rate 
seemed to be about 35%, the corrected mortality 
about 27%. Previous reports on staphylococcic en- 
docarditis not related to heart surgery gave a mor- 
tality rate of about 50%. No definite correlation 
between valvular calcification and mortality could 
be determined. 

The clinical picture of bacterial endocarditis 
after cardiotomy was atypical in this series and 
differed from the usual subacute bacterial endo- 
carditis. Fever, often low-grade, and septicemia 
were the only consistent findings. Changing heart 
murmurs, pericarditis, splenomegaly, petechiae, and 
embolic phenomena occurred in only a few patients. 
The diagnosis proved difficult, but postcardiotomy 
endocarditis should be suspected in any patient 
with fever after cardiotomy in the absence of the 
usual signs of bacterial endocarditis. 


NEUROLOGY & PSYCHIATRY 


Five Year Report of the Cerebral Palsy Program 
at the Nebraska State Orthopedic Hospital. H. E. 
Mitchell and B. W. Drompp. Nebraska M. J. 44:3-10 
(Jan.) 1959 [Lincoln]. 


The authors report on 275 patients who were 
accepted, examined, and treated as cerebral palsy 
patients between 1952 and 1957 at the cerebral 
palsy clinic sponsored by the State of Nebraska 


‘ 
> 
| 
=. 
a 
oy 
* 
a 
4 i 


174/2076 


and located at the Nebraska Orthopedic Hospital 
in Lincoln. Of the 275 patients, 187 were between 
the ages of 1 and 3 years; the fact that between 
these ages it is obvious to the parents that the child 
is not following a normal pattern of development, 
due to the lack of ability to sit or walk properly, 
accounts for the greater incidence of referrals at 
this age. A far greater number should be referred 
at this time. There were only 14 patients, aged less 
than 1 year, and only 11 over 13 years of age. Two 
hundred three patients (74%) had the spastic type 
of cerebral palsy; 47 (16%), the athetoid type; 15 
(6%), the mixed type; and 10 (4%) were ataxic. The 
disease was mild in 77 patients (38%), moderately 
severe in 137 (50%), and severe in 61 (22%). Quadri- 
plegia was present in 167 patients (60%), right hemi- 
plegia in 35 (13%), left hemiplegia in 30 (11%), 
paraplegia in 38 (14%), triplegia in 4 (1.7%), and 
monoplegia in 1 (0.3%). Thirty-four patients (12%) 
had an intelligence quotient of from zero to 50, 96 
(33%) had an IQ of from 50 to 70, 132 (47%) had an 
1Q of from 70 to 100, and 24 (8%) had an IQ of over 
100. The disease was suspected to be congenital in 
54 (20%), caused by prematurity in 34 (12%), due to 
birth injury in 127 (46%), caused by meningitis and 
encephalitis in 33 (12%), and due to other causes 
in 27 (10%). 

The treatment program consisted of a coordi- 
nated effort of physical training and rehabilitation, 
speech training, correction and improvement of 
hearing and visual disability, and educational op- 
portunities. The physical training program consisted 
primarily of functional activities. In order to pro- 
ceed from stage to stage of the training program, 
bracing may play a very important part. Although 
conservatism is the watchword in the treatment of 
cerebral palsy, the authors unhesitatingly recom- 
mend surgical treatment when it is indicated to 
combat contracture or to improve the function of 
an extremity. One hundred eighteen patients un- 
derwent one or more surgical procedures. Surgical 
treatment on the upper extremity was performed 
primarily to relieve pronation contractures of the 
forearm, and good results were obtained from sim- 
ple pronator teres tenotomy. Surgical treatment to 
improve the function of the lower extremity was 
gratifying in many patients. Hamstring transfer 
according to Egger’s technique combats knee flex- 
ion and also corrects much of the adduction and 
internal rotation deformity, if present; it is con- 
sidered the method of choice for the relief of 
scissor gait. Of 40 patients subjected to such trans- 
fers, 38 obtained excellent or good results, and 2 
fair results. Soleus neurectomy is prefered to gas- 
trocnemius neurectomy for the treatment of per- 
sistent talipes equinus, and there will always be a 
number of cases in which lengthening of the achilles 
tendon will be the procedure of choice. 
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In this series operative stabilization of joints 
proved very useful. The end-results in 171 opera- 
tions performed on both upper and lower extremi- 
ties were satisfactory in all but 15 cases. Of 57 
patients treated in the occupational therapy de- 
partment specifically to improve hand function, 
only 4 showed exceptional improvement, 42 showed 
moderate improvement, and 11 showed little or no 
improvement. Of 58 patients treated by the speech 
therapist, 3 showed exceptional improvement, 26 
showed moderate improvement, and 29 showed 
little or no improvement. The educational program 
of the patients was recently surveyed by a mail 
questionnaire. Of 116 patients who answered the 
questionnaire, 87 were of school age. Thirty-seven 
of the 87 patients were in a school grade compara- 
ble with age; the remainder were below grade 
level or were no longer in school. Three children 
graduated from high school, and 2 are now attend- 
ing college. 


GYNECOLOGY & OBSTETRICS 


Carcinoma Cervix Uteri: An Increase in Five Year 
Survival Rate: From 20 to 55 Per Cent during 
Twenty Years. H. B. Hunt, L. S. McGoogan, R. A. 
Bunting and R. E. Waggener. Nebraska M. J. 44: 
53-58 (Feb.) 1959 [Lincoln]. 


The authors studied the results of treatment in 
patients with carcinoma of the uterine cervix who 
were treated at the University of Nebraska Hospi- 
tal in Omaha over a period of 20 years. Public edu- 
cation, earlier diagnosis, and more prompt and 
improved treatment contributed to the recent in- 
crease in the 5-year survival rate among patients 
with carcinoma of the uterine cervix. According to 
the Nebraska State Department of Health, the 
death rate from carcinoma of the uterine cervix 
declined from 11.5 per 100,000 population for the 
period 1944-1948 to 6.6 for the period 1954-1957. 
At the University of Nebraska Hospital the 5-year 
survival rate for all cases of carcinoma of the cervix 
increased from 20.5% in 1936 to 55.8% in 1952. The 
average time elapsing between the beginning of 
symptoms and first consulation during the period 
1930-1937 was 11 or 12 months, as compared with 
8 or 9 months for the period 1938-1947 and 7 or 8 
months for the period 1948-1952. The interval be- 
tween diagnosis and initiation of treatment has been 
reduced from 21 days during the period 1930-1937 
to 10 days during the period 1948-1952. 

All women past 40 should have a thorough pelvic 
examination annually. Cytological smears and bi- 
opsy are vitally important in the detection of car- 
cinoma of the uterine cervix in its earliest stage. 
If cells of smears appear suggestive of or positive 
for cancer, a thorough evaluation of the entire cervi- 
cal and uterine canal is indicated. Treatment should 
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be individualized according to the patient’s age 
and whether she wishes to bear children. In young 
women, extensixe conization of the cervix or 
trachelectomy, followed by frequent examinations 
with smears, is considered acceptable treatment. 
In older patients, total hysterectomy with removal 
of a rather wide cuff of vagina is recommended. 
If a major operation is contraindicated, roentgeno- 
logic treatment and radium irradiation would be 
the therapy of choice. 

Of 111 patients with invasive carcinoma of the 
uterine cervix admitted to the University of Nebras- 
ka Hospital between 1948 and 1952, 102 were 
treated with radiotherapy alone, 5 with a combina- 
tion of radiotherapy and surgery, and 4 with 
Wertheim’s hysterectomy with radical lymph node 
dissection. Radiotherapy consisted of 2 or 3 appli- 
cations of radium across the vaginal vault and 
along the uterine canal supplemented by external 
roentgenotherapy, delivered during a total period 
of 5 weeks. The survival rate among patients so 
treated was 54.7%. This is a great improvement 
over the survival rate of 20.5% for patients given 
intracavitary radium treatment alone during the 
period 1931-1936. The survival rate doubled to 41% 
during the period 1937-1947 when patients were re- 
ferred earlier and received additionally external 
roentgenologic treatment. Improvement of radio- 
therapy was effected not through any increase in 
total dosage of radium or roentgen rays but through 
more individualization according to the distribution 
of disease, anatomy of the patient, and the general 
health and tolerance of the patient for irradiation. 

There has been a recent revival of the surgical 
approach, and in the hands of the highly trained 
and technically skilled gynecologic surgeon the pa- 
tient salvage for stage 1 carcinoma of the cervix is 
equal to that of the salvage with irradiation therapy. 
In stage 2 carcinoma of the cervix the survival rates 
after surgery are lower than those in stage 1; they 
are similar to those for irradiation therapy, but they 
are not greater. No proof has been presented that 
the superb operation of even the master surgeon 
excels or, in fact, equals contemporary radiotherapy 
of comparable excellence in the control of stage 1 
and stage 2 cancer of the uterine cervix. 


PEDIATRICS 


Intestinal Polyposis with Oral Pigmentation (Peutz- 
Jeghers Syndrome): Report of a Case with Review. 
L. W. Falkinburg and M. N. Key. J. Pediat. 54:162- 
169 (Feb.) 1959 [St. Louis]. 


The authors report on a 5-year-old boy with 
intestinal polyposis and with abnormal pigmenta- 
tion in and around the mouth. On admission to the 
Roger Williams General Hospital in Providence, 
R. L, the child complained of severe abdominal 
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pain, nausea, and vomiting. Laparotomy was per- 
formed, and a large amount of clear serous fluid 
was found in the peritoneal cavity. In the mid- 
jejunum there was a large intussusception which 
was irreducible, and a mass interpreted as a polyp 
could be palpated inside. This segment of small 
intestine was resected, and an end-to-end anasto- 
mosis was performed. Examination of the operative 
specimen revealed a polypoid adenoma of the 
jejunum. The patient’s recovery was uneventful, but 
6 months later he was admitted to the hospital for 
a second time, complaining of abdominal pain, 
tarry stools, and repeated attacks of respiratory 
infections. On physical examination the boy was 
pale, and his lips were cyanotic. Numerous small 
blackish-purple, discrete spots were noted on the 
mucosal surface of the lower lip, on the mucosal 
surface of the cheek, and on the hard palate. Roent- 
genologic examination of the gastrointestinal tract 
showed evidence of jejunal polyposis. Three blood 
transfusions were given, and iron therapy was 
started. There was general improvement, and the 
patient was discharged 3 weeks later with a diag- 
nosis of Peutz-Jeghers syndrome. The patient was 
readmitted to the hospital after 3 months because 
of severe abdominal pain, anorexia, nausea, and 
vomiting. Laparotomy was performed, and 2 jejunal 
polypoid adenomas were removed. Recovery was 
uneventful, and the patient was referred to the 
outpatient department for periodic observation. 
Peutz-Jeghers syndrome is a combination of oral 
melanosis and small intestinal polyposis, in which 
frequently a definite hereditary factor can be 
demonstrated. In this patient the pigmentation was 
noticed and correctly interpreted only on the second 
hospital admission, after the patient had undergone, 
during a previous admission, a major operation for 
intestinal obstruction. Such pigmentation should be 
looked for in every case of small intestinal poly- 
posis, and, conversely, the discovery of such areas 
of pigmentation in the course of physical examina- 
tion should direct the attention of the physician to 
the gastrointestinal tract. The occurrence of polyps 
in the small intestine is sufficiently uncommon to 
arouse suspicion of the syndrome. The first concern 
in the treatment is usually the relief, by surgical 
removal, of the intussusception responsible for the 
acute intestinal attack. After the diagnosis has been 
established, the question arises as to whether polyps 
shown by roentgenograms should be removed elec- 
tively. In considering elective polypectomy no 
general rule can be laid down, but each case must 
be carefully and individually evaluated. The ane- 
mia, which is the result of slow bleeding from the 
polyps, can be successfully treated by blood trans- 
fusions and the administration of appropriate iron 
compounds. No treatment has been suggested for 
the melanotic areas, which are asymptomatic in 
themselves and are not cosmetic problems. 
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BOOK REVIEWS 


Psychotherapeutic Drugs. By Ashton L. Welsh, M.S., 
M.D., Assistant Professor of Dermatology and Syphilology, 
University of Cincinnati College of Medicine, Cincinnati, 
Ohio. Publication number 350, American Lecture Series, 
monograph in Bannerstone Division of American Lectures in 
Dermatology. Edited by Arthur C. Curtis, M.D., Chairman, 
Department of Dermatology and Syphilology, University of 
Michigan, Ann Arbor. Cloth. $4.75. Pp. 139. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
Ill.; Blackwell Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1958. 


In a period of only five years tranquilizers have 
been produced and consumed at an alarming rate, 
probably exceeded in volume of total sales only by 
antibiotics and vitamins. A new language has been 
developed concurrently: ataraxic, normalizer, calma- 
tive, neuroleptic, psychic energizer, antiphobic, and 
phrenotropic are among the new terms constantly 
found in lay and medical literature. While in many 
instances these psychotherapeutic agents induce 
an improved mental state, they frequently produce 
undesirable subjective responses, toxic side-reac- 
tions, and objectionable effects when given with 
other drugs. 

The principal groups of these drugs are the 
phenothiazines, the rauwolfia alkaloids and frac- 
tions, the substituted propanediols, the diphenylme- 
thane derivatives, the ureides, and the amides. All 
of these categories contain drugs more familiar to 
practitioners under such popular names as Thora- 
zine, Sparine, Compazine, Serpasil, Miltown, and 
Atarax. Each is listed in this useful book by generic 
as well as proprietary name, accompanied by de- 
tails or its chemical formula, pharmacological ac- 
tion, administration and dosage, general and 
specific uses, toxic effects, and side-reactions. The 
listings are orderly and admirably arranged for 
quick reference. Specific dermatological uses, 
dermal reactions and allergic phenomena, cardio- 
vascular complications, and side-effects on the 
central nervous system are stressed. 

Many problems have arisen from the vast out- 
pouring of tranquilizing drugs. When 30% of the 
prescriptions written in the United States contain 
one of these drugs, many physicians cannot be fully 
alert to the danger that artificially produced “peace 
of mind” may only drug mankind into hopeless 
inertia. The author is fully justified in his emphatic 
conclusion that “tranquilizing agents offer no sub- 
stitute for accurate diagnosis or adequate medical 
supervision: they are adjuncts likely to displace, but 


These book reviews have been prepared by petent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


never to replace some other forms of therapy.” No 
physician should prescribe these drugs indiscri- 
minately. This book, excellently produced, contains 
an extensive bibliography and an index. 


A Textbook in Rorschach Test Diagnosis for Psychologists, 
Physicians and Teachers. By Ewald Bohm, Ph.D. Translated 
by Anne G. Beck, M.A., and Samuel J. Beck, Ph.D., Profes- 
sorial Lecturer, University of Chicago, Chicago. Cloth. $7.75. 
Pp. 322. Grune & Stratton, Inc., 381 Fourth Ave., New York 
16; 99 Great Russell St., London, W. C. 1, England, 1958. 


The Rorschach test has become, over the years, 
the major instrument of clinical psychologists en- 
gaged in psychodiagnostics. This volume brings to 
the United States, in translation from the German, 
much of the foreign literature previously available 
only in that language. It is a careful presentation 
of the author’s views on the use of the test. While 
the author chose to present a step-by-step manual, 
taking the reader through each minute stage of 
administration, scoring, and interpretation, the 
completed volume is far from being a beginner’s 
textbook. This is a highly sophisticated and com- 
plex presentation which will be welcomed by the 
initiate, an adjunct to other reading for the novice, 
and quite beyond the uninitiated. The language of 
the book is largely made up of “Rorschach ver- 
nacular” presented from the particular bias of the 
author and the translators, who frequently draw 
direct causal relationships between pathological 
states and specific Rorschach signs. The theoretical 
framework in which the author chose to make his 
interpretations is admirably presented. 

In certain areas the author shows a broad ac- 
quaintance with the differing viewpoints expressed 
in the literature and indicates the need for caution 
in interpreting these factors. His discussion of in- 
telligence and the use of the Rorschach test to 
measure this highly controversial facet of the 
patient is clear and precise, yet here and elsewhere 
throughout the book there is an almost too ready 
acceptance of opinion favoring the Rorschach test 
without evaluating opposite opinion. For example, 
in his discussion of organic psychoses he seems to 
accept without question the quotation “It may be 
considered a proven fact that the senility process 
is a reversing of the development process.” Observ- 
ers in gerontology, at least in the United States, 
hold that this still needs to be proved. 

In the area of psychopathology the author is 
more questioning and more evidently alert to the 
complexities within the field. Here, while express- 
ing himself with an unalleviated dogmatism, his 
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presentation is logical, precise, and well reasoned. 
The book is unlikely to be read widely outside the 
field for which it was written because of the amount 
of complicated personality evaluation within it. In 
its field, however, and certainly among those who 
share the author’s Rorschach orientation, the book 
should soon become a standard textbook and 
reference work. While the medical practitioner may 
find it generally too complex, many psychologists 
should find new and interesting facets of psycho- 
diagnostics clarified for them. As a highly specialized 
book on a subject that needs constant elaboration 
this should become a part of most reference shelves 
on the Rorschach test. 


Leukemia. By William Dameshek, M.D., Professor of Med- 
icine, Tufts University School of Medicine, Boston, and Fred- 
erick Gunz, M.D., Ph.D., Hematologist, Christchurch Hospi- 
tal, Christchurch, New Zealand. Cloth. $15.75. Pp. 420, with 
143 illustrations. Grune & Stratton, Inc., 381 Fourth Ave., 
New York 16; 99 Great Russell St., London, W. C. 1, Eng- 
land, 1958. 


This excellent book is the first comprehensive 
treatise on leukemia published in the past 20 years. 
It covers the entire field in detail and with a com- 
prehensive bibliography, with chapters on etiology, 
classification, prevalence, symptoms, special fea- 
tures, prognosis, and treatment. The strongest parts 
of the book are the sections on the clinical aspects 
of the disease, which are discussed in detail with 
emphasis on the great variability of the diseases; 
their differences at various stages; their complica- 
tions, both common and unusual; and the problems 
of diagnosis and differential diagnosis, which often 
offer difficulties. The fact that the findings in leu- 
kemia are not static but endlessly changing, offer- 
ing a constant diagnostic and therapeutic challenge, 
is stressed. The chapter on treatment is compre- 
hensive. Not only are general indications and con- 
traindications for the various agents given but de- 
tailed discussion accompanies the explanation of 
the use, method of administration, and limitations 
of each therapeutic agent. The type is large and 
clear, and the photographs of clinical material, 
roentgenograms, tissues, marrow, and blood are 
uniformly excellent; but the colored illustrations, 
unfortunately, are highly diagrammatic. There are 
many excellent charts summarizing clinical and 
other data. Two minor criticisms might be raised. 
The first is of the emphasis on the “myeloprolifera- 
tive” disorders and the attempt of the authors to 
develop or expand a unified system based on 
morphologic rather than etiological or dynamic 
grounds; the second is of the somewhat chatty and 
informal tone which creeps in and seems, at times, 
out of place. Students should find the book handy 
for reference; hematologists, for a comprehensive 
summary; and all others whose practices bring them 
in contact with leukemia, for a practical guide. 
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A Compendium of Research and Theory on Stuttering. By 
Charles F. Diehl, Ph.D., Professor of Psychology, Director, 
Speech Center, University of Kentucky, Lexington. Publica- 
tion number 344, American Lecture Series, monograph in 
Bannerstone Division of American Lectures in Otolaryngolo- 
gy. Edited by Norton Canfield, M.D. Cloth. $9.75. Pp. 314. 
Charles C Thomas, Publisher, 301-327 E, Lawrence Ave., 
Springfield, Il].; Blackwell Scientific Publications, Ltd., 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, Canada, 1958. 

The behavior complex called stuttering, whether 
it is a speech impediment, a psychological symptom, 
or a habit pattern, has received broad attention in 
both popular and scholarly literature. Books have 
been written expounding particular theories, de- 
tailing research, advising parents, elaborating self- 
cures, and explaining therapies for this condition. 
At times it appears that the reverse of Mark Twain’s 
comments on the weather is true of stuttering. 
Everybody is not only talking about it but seem- 
ingly doing something about it, and yet like the 
weather it goes on and on. There seems to be 
the same number of stutterers (about 1% of the 
population) despite the work being done to alleviate 
the condition. This book reflects this widespread 
interest. It is truly, as the title implies, a com- 
pendium of research and theory. It was published 
because it was believed that a summary of what 
has been written in the field was needed. The book 
presents brief synopses, in an orderly fashion and 
almost without evaluation of either their worth or 
their importance, of what has been said, studied, 
discovered, and conjectured in print about stutter- 
ing. It offers no qualifications of the material, pre- 
senting for each study or theory the author's name, 
the title of his study, whether a research design was 
employed, what the study was about, and the con- 
clusions reached. It is often unclear, in its conclu- 
sions, whether these are the findings of the re- 
searcher or whether they represent judgments made 
by the editor. 

To any student of stuttering the book will save 
many hours of library study, but to anyone inter- 
ested in self-help for stuttering it will provide only 
confusion, for no one approach is represented as 
being better than another. If widely read by stutter- 
ers the book may end by working a hardship on 
clinicians, for any reader will be impressed by the 
multiplicity of theories, the lack of agreement 
among researchers, and the comparative lack of 
acceptance within the field of any single approach. 
The book is easy to read and simply designed, and 
the research seems adequately summarized. Pro- 
fessional practitioners engaged in working with 
stutterers will undoubtedly want the book for their 
reference shelves, and speech therapists should find 
it useful in filling out the gaps in their own reading. 
The general medical practitioner, however, will 


find the book of little interest. 
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The Management of Fractures and Dislocations: An Atlas. 
Volumes I and II. By Anthony F. DePalma, M.D., Professor 
of Orthopedic Surgery, Jefferson Medical College, Philadel- 
phia. Cloth. $35 per set of 2 volumes. Pp. 469; 471-960, with 
1927 illustrations by Barbara B. Finneson and William A. 
Osburn. W. B. Saunders Company, 218 W. Washington Sq., 
Philadelphia 5; 7 Grape St., Shaftesbury Ave., London, W. 
C. 2, England, 1959. 


In this large atlas of fractures and their treat- 
ment the author has handled his subject well but 
not logically. With a little rearrangement all the 
fractures and dislocations of the upper extremities 
could have been placed in one volume, and those of 
the lower extremities in the other, but this was not 
done. This is not a serious criticism, because one 
would certainly buy both volumes in any case, and 
in spite of this the presentation of any fracture can 
be located easily. The book contains nearly 2,000 
clear, distinct line drawings. Each drawing is ac- 
companied by a brief description which would 
make the book of special value in the admit- 
ting department of a hospital. For some unac- 
countable reason, there is no description of the 
Leadbetter maneuvers for reduction of fractures of 
the neck of the femur. In the case of fractures of 
the ankle and leg there are no plates showing a pin 
or tongs in the os calcis to gain skeletal traction for 
the explosion type of fracture in the lower end of 
the tibia. Some rather terse comments, such as 


“don’t abandon a pathological fracture” and “never 
use a tourniquet in open fractures,” are especially 
commendable. Although all will not agree with the 
author's method, the book is easy reading and the 
illustrations are good. 


Electrocardiography. By E. Grey Dimond, M.D. Director, 
Cardiovascular Laboratory, Professor of Medicine, University 
of Kansas Medical Center, Kansas City. Second edition. Cloth. 
Pp. 172, with illustrations. University of Kansas Medical Cen- 
ter, Rainbow Blvd. at 39th St., Kansas City 12, Kansas, 1958. 


This book is especially designed for the beginner 
and is written in simple terms. The diagrams are 
also clear and so elementary that some readers 
might be annoyed at not being given credit for a 
higher level of intelligence, but the author, who 
has had many years of experience in teaching 
electrocardiography, has probably found that the 
average physician has forgotten even the most 
elementary principles of electrophysics. In a book 
of this sort the material must, for purposes of clarity, 
be presented in a dogmatic manner. In spite of this 
handicap the author has managed to give a re- 
markably accurate presentation of current concepts 
in electrocardiography in a practical manner. There 
are several references to other books on the subject. 
This is an ideal book for the general practitioner 
who is anxious to be introduced to electrocardi- 


ography. 
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A Symposium on the Evaluation of Drug Toxicity. Editors 
for Imperial Chemical Industries, Ltd. (Pharmaceuticals Divi- 
sion): A. L. Walpole, Ph.D., B.Sc., and A. Spinks, M.A., 
Ph.D., B.Sc. Cloth. $5.50. Pp. 138, with 58 illustrations. 
Little, Brown & Company, 34 Beacon St., Boston 6; J. & A. 
Churchill, Ltd., 104 Gloucester Place, London, W. 1, Eng- 
land, 1958. 


This book presents the transcript of a symposium 
held at Alderley Park, Macclesfield, England, on 
Oct. 1, 1957, in conjunction with the opening of the 
new research laboratory of the Imperial Chemical 
Industries, Ltd. The skilled investigator, familiar 
with the methods of evaluation of drug toxicity, 
will find little of interest in this book, since most 
of the material appears to be somewhat elementary. 
The papers dealing with the discussion of the toxic 
action of drugs on the liver and on the bone mar- 
row, by exception, become so involved that the av- 
erage reader may find the text difficult. It is doubt- 
ful whether most readers of THE JourNAL would 
care to add this book to their libraries. 


Viral and Rickettsial Infections of Man. Edited by Thomas 
M. Rivers, M.D., and Frank L. Horsfall, Jr.. M.D. Aided by 
grant from National Foundation. Third edition. Cloth. $8.50. 
Pp. 967, with 134 illustrations. J. B. Lippincott Company, E. 
Washington Sq., Philadelphia 5; 4865 Western Ave., Mont- 
real 6; Pitman Medical Publishing Company, Ltd., 45 New 
Oxford St., London, W. C. 1, England, 1959. 


The rapid growth and development of virology 
and rickettsiology amply justify the appearance of 
this new edition. It contains seven new chapters, 
and there are 14 new authors. The first 12 chapters 
are devoted to the more fundamental aspects of 
virology and rickettsiology and include discussions 
of the chemical and physical properties of viruses, 
the virus-host cell relation, interference, chemo- 
therapy, the important techniques used in the prop- 
agation of viruses and Rickettsiae, the serologic 
reactions in viral and rickettsial infections, and the 
principles of epidemiology. In the rest of the book 
every important viral and rickettsial disease is con- 
sidered in detail. The discussion of each infection 
includes something of its history, cause, symptoms, 
lesions, diagnosis, treatment, and control measures. 
The student, the clinician, and the investigator 
should find in this book all of the information avail- 
able concerning viral and rickettsial diseases. If 
a particular technique or piece of information is 
not presented in detail, adequate references are 
usually provided at the end of each chapter. In 
spite of the fact that there are many contributors 
there is little if any reduplication of subject matter 
in the various sections. The editors hoped that this 
book would prove useful to physicians, teachers, 
and investigators, and this objective has been at- 
tained. No one who is interested in the general 
subject of viral and rickettsial diseases should fail 
to read this book. 
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CEREBRAL ARTERIOSCLEROSIS 

To tHE Eprror:—Have any studies been made on 
the use of desoxyribonucleic acid or ribonucleic 
acid in the treatment of cerebral arteriosclerosis? 
Supposedly, some months ago, an article was 
published in the American Journal of Psychiatry, 
advocating its use. 

W. W. Brubaker, M.D., Annville, Pa. 


ANnswer.—The correspondent apparently refers to 
a report by Cameron (Am. J. Psychiat. 114:943, 
1958) in which the use of nucleic acid in aged pa- 
tients with memory impairment is described. Ac- 
cording to Cameron desoxyribonucleic acid and 
ribonucleic acid were given intravenously in doses 
of 100 to 500 mg. Ribonucleic acid was also given 
orally in daily doses of 10 to 20 Gm. In all 23 pa- 
tients treated favorable results were noted. In one- 
half the results were good. The best results were 
obtained in those with severe memory deficits and 
marked confusion. Results were usually noted in 
four or five days. Intravenous injection appeared 
to be a better method than use of the oral route. 
Hyaluronidase was given intrathecally to some pa- 
tients. It is hoped that effective and simple treat- 
ment will be available for aged patients with 
memory impairment, presumably so-called senile 
dementia or chronic brain syndrome. The report 
referred to is a preliminary one and lacks specific 
details in all of its aspects. Control data are want- 
ing. Further study will be needed before this treat- 
ment can be routinely recommended. 


STAPHYLOCOCCIC INFECTIONS 

To tHE Eprror:—Would it be advisable to with- 
hold one, or possibly two, antibiotics in a hos- 
pital of 200 beds to prevent severe staphylococcic 
infections? Should a surgeon with known active 
furuncles of such exposed portions as the face, 
neck, or hands, or one who s a carrier of staphy- 
lococci, be allowed to enter the operating room? 

M.D., Wisconsin. 


ANsweR.—Many consider it advisable to with- 
hold one or two antibiotics from general use. Eryth- 
romycin and oleandomycin are two that one 
staphylococcic infection committee recommended 
holding in reserve for use in proved resistant 
staphylococcic infections. Penicillin, streptomycin, 
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tetracycline, chloramphenicol, and novobiocin are 
prescribed as indicated. Another group might feel 
it wise to withhold a different collection from gen- 
eral use. In most hospitals any person with obvious 
active furuncles is denied access to the operating 
suite. The question of staphylococcic carriers is a 
difficult one. One may have negative cultures one 
day and positive the next. Careful technique with 
adequate masks and frequent changes would seem 
the best answer. 


MYELOGRAPHY AND DISKOGRAPHY 
To tHE Eprror:—What risks are associated with 
myelography and diskography? Is a_ surgeon 
justified in obtaining a myelogram or diskogram 
to establish evidence of disease for medicolegal 
reasons, or are these procedures justified only to 
establish additional clinical evidence when symp- 
toms are severe enough to demand surgery? 
William L. Minear, M.D. 
Albuquerque, N. Mex. 


Answer.—The risk of myelography consists pri- 
marily in the development of adhesive arachnoiditis 
after retention of the contrast medium. The degree 
of such arachnoiditis depends, to some extent, on 
how much contrast material is left in the spinal 
canal after the injection. lodized oil tends to re- 
main indefinitely in the dural sac, whereas iophen- 
dylate is absorbed gradually over a period of 
months or years. If the patient has leaned forward 
long enough, so that the contrast medium has 
flowed into the cranial cavity, the cranial subarach- 
noid spaces may be affected. There is some evi- 
dence that blood tends to emulsify the iodized oil 
and may add to the likelihood of producing arach- 
noiditis. Arachnoiditis may occur without myelog- 
raphy or surgery. Patients involved in litigation 
have symptoms ascribed to retained contrast me- 
dium more frequently than others. Arachnoiditis 
and radiculitis have not been reported after diskog- 
raphy. At least two cases of infection of the inter- 
vertebral disk have been described, in a few 
thousand diskograms. 

In the case of a suspected intraspinal protrusion 
of an intervertebral disk, the diagnosis and indica- 
tions for operation are usually primarily determined 
clinically. Myelography is generally indicated as a 
preoperative measure to confirm the clinical im- 
pression, to make a more exact localization, to seek 
the presence of multiple disks, and to exclude other 
conditions, such as neoplasm. Diskography has not 
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been widely accepted, and some of its early pro- 
ponents have abandoned the procedure. This con- 
sultant agrees with the proponents of diskography 
that, after negative findings in the myelogram, disk- 
ography is to be preferred to a direct exploration, 
so that no operation is performed if the diskog- 
raphy shows normal findings. On the other hand, 
it would be of interest to know the frequency of 
derangement of an intravertebral disk in asympto- 
matic persons. When a myelogram, or diskogram, 
is recommended for medicolegal reasons only, the 
surgeon should emphasize the risks of the pro- 
cedure and leave the decision to the patient. If 
the patient decides to request the procedure any- 
way, some surgeons refuse to carry it out for these 
reasons only but others may properly do so. 


MEDICOLEGAL QUESTIONS 


To tHe Eprror:—From the medicolegal point of 
view, is there any evidence that trauma or any 
extraneous cause may produce cancer, sarcoma, 
or leukemia or congenital, endocrine, or meta- 
bolic disease? In one case, a woman received a 
blow on the left breast in an automobile accident 
and within a year carcinoma of the left breast 
developed. In another patient, after contusion of 
the tibia a Ewing sarcoma developed in that 
bone. In an x-ray technician who developed leu- 
kemia, could overexposure to x-rays during the 
course of employment have been a causative 
factor? A pregnant woman was exposed to car- 
bon monoxide fumes from a defective furnace, 
and her child was born with a cleft palate and 
intestinal abnormalities, requiring colostomy. 
Three siblings were normal, and there was no 
history of this condition in other members of 
the family. Did the carbon monoxide poisoning 
contribute to the development of these deformi- 
ties? After an automobile accident in which there 
was severe emotional strain, a patient developed 
diabetes. Was the accident a precipitating cause 
of the diabetes? Another patient developed 
rheumatoid arthritis after a similar experience. 
Did the accident contribute to the development 
of the rheumatoid arthritis? 


William L. Minear, M.D. 
Albuquerque, N. Mex. 


Answer.—There is no evidence that a single epi- 
sode of trauma ever produces cancer. There are 
cases reported in which repeated trauma seems to 
have played a role, and several reports have impli- 
cated exposure to x-ray therapy as a cause of 
leukemia and carcinoma of the thyroid gland. 
There are several hundred known carcinogens 
which can be extraneous causes of cancer. It would 
be difficult to relate carbon monoxide poisoning 
and congenital deformities or emotional strain and 
diabetes or rheumatoid arthritis. 
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HAZARDS OF SNUFF AND 

CHEWING TOBACCO 

To tHe Eprror:—What are the possible harmful 
effects of the use of snuff and of chewing 
tobacco? M.D.., Virginia. 


Answer.—Dygert (New England J. Med. 257:311, 
1957) showed that snuff may be a source of the 
pathogens Pseudomonas aeruginosa and Proteus 
vulgaris. He reported a case of bronchitis in which 
the clinical and cultural findings showed that these 
organisms were pathogenically active. When the 
use of snuff was discontinued, the pathogens dis- 
appeared from the sputum. After a few weeks these 
organisms reappeared in the sputum, and the pa- 
tient admitted that he had been chewing cut plug 
tobacco. When he stopped chewing tobacco, the 
organisms disappeared again. 

Chinachoti and Tangchai (Dis. Chest 32:687, 
1957) reported pulmonary alveolar microlithiasis 
in a patient who had been a heavy user of snuff 
for 23 years. They expressed the view that the pul- 
monary lesions found at autopsy were associated 
with the inhalation of snuff, which is composed of 
tobacco and earthy material. The low content of 
silica and the nature of the pulmonary lesions 
excluded silicosis. 

The results of chewing tobacco are not well de- 
fined. One explanation is that the nicotine in smoke 
is in a more finely divided state than it is in tobacco 
juice derived from chewing tobacco and thus it is 
absorbed more easily from smoke than from tobacco 
juice through the oral mucosa; therefore, the con- 
centration in the blood, derived from tobacco juice, 
may be less. Biebl and co-workers (Am. J. Physiol. 
100:167, 1932) reported that when nicotine is ab- 
sorbed from the gastrointestinal tract, it is de- 
toxified by the liver before it reaches the general 
circulation. 


SHOULDER-ARM SYNDROME 

To THE Eprror:—After an acute coronary occlusion 
which seems to have healed well, a patient had 
no sequelae except severe left shoulder and arm 
syndrome which failed to respond to treatment. 
X-ray therapy, cortisone injections, methylpred- 
nisolone (Medrol), vitamin B complex, dextro- 
propoxyphene hydrochloride (Darvon) compound, 
salicylates, aspirin, and vitamin B,, were tried 
without benefit. How long may this shoulder- 
arm syndrome be expected to last, what is its 
cause, and is there any other treatment which 
might give relief? M.D., New Jersey. 


ANsSWER.—The pain fibers from the fourth cervi- 
cal segment to the second thoracic segment overlap 
in producing painful arm and shoulder syndromes 
in connection with cardiac pain of a referred type. 
Because of this, many patients with coronary in- 
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sufficiency, angina pectoris, and myocardial infarc- 
tion have referred pain in the left shoulder. This 
pain tends to limit the motion of the left shoulder. 
The fixation of the shoulder and lack of motion 
produce a synovitis of the joint which further re- 
stricts shoulder motion. This, in turn, produces an 
atrophy of disuse, particularly of the deltoid mus- 
cle. The patient suffering from any of the above- 
mentioned conditions should keep his hands above 
his head for 10 or 15 minutes four or five times 
daily. Those who do this seem to have no trouble 
with the so-called cardiac arthropathies. Free 
extension of the shoulder in the lateral and perpen- 
dicular positions will free these adhesions. Some- 
times this must be done with the patient under an- 
esthesia to produce full abduction. Maintenance 
of this free position plus regular exercise usually 
results in a normally functioning shoulder. Inci- 
dentally, it has often required more time to cure 
these arthropathies than the myocardial infarction. 


IDIOPATHIC HYPOGLYCEMIA 

To tHe Eprror:—Are there any ill-effects from a 
continued low-carbohydrate diet containing 100 
to 150 Gm. of protein per day in a patient with 
idiopathic hypoglycemia? Would it be likely to 
cause an osteoarthritis or aggravate a preexisting 
M.D., California. 


Answer.—In a healthy person wide ranges in 
dietary composition are tolerated with no apparent 
ill-effects. A diet low in carbohydrate and with 
150 Gm. of protein should not cause or aggravate 
osteoarthritis. The low-carbohydrate high-protein 
diet designed to render a steady support to blood 
sugar by gluconeogenesis, rather than sudden rises 
as with carbohydrate, has enjoyed a vogue in the 
treatment of functional hypoglycemia, but while 
this was an interesting concept, such treatment 
frequently faile’. The most popular current con- 
cept is that functional hypoglycemia is a psycho- 
somatic disorder and that it frequently responds 
to a sympathetic ear and reassurance. Osteoar- 
thritis to date has been linked with trauma and 
the aging process. Its cause and pathogenesis are 
unknown. There is no evidence that it is related 
to carbohydrate metabolism or changes in the diet. 
This statement does not apply to such other forms 
of arthritis as gout. 


ORTHOPEDIC TESTS 

To THE Eprror:—Please explain the following ortho- 
pedic tests: (1) Nachlas, (2) Yeoman, (3) Laségue, 
and (4) Viets. M.D., Louisiana. 


Answer.—In the Nachlas test the patient is 
placed prone on a hard table and the knee is flexed 
by the examiner. If the result is positive, the pa- 
tient has pain in the sacroiliac joint, lumbosacral 
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joints, and down the anterior and posterior aspects 
of the thigh and calf. The rectus femoris tightens 
up and extends the pelvis and spine, thus causing 
pain, if there is a lesion in the sacroiliac or lumbo- 
sacral area. 

The Yeoman sign is not a test but a sign. Yeoman 
stated that arthritis of the sacroiliac joint caused 
sciatic pain in 36 of 100 patients with sciatica so 
that it actually would be determined by reading 
the roentgenograms. The symptoms are caused by 
a periarthritis of the anterior ligaments of the 
sacrum, the piriformis muscle, and radicals of the 
sciatic nerve. 

The Laségue test consists of reproducing the 
pain when the patient is flat on his back with the 
leg flexed and knee extended. It was described 
as a test for muscle spasm in the hamstring mus- 
cles. All three of these tests were described before 
the exact lesion being tested for was known, and 
varied explanations of the cause of the positive 
test were postulated, all of which were wrong. 
They are interesting historically but of question- 
able practical value if their original interpretations 
are to be held. 

The Viets test is another example of the ab- 
surdity of using eponyms for tests. It is a test 
known by its practical value but not by this name. 
It is the neostigmine test for myasthenia gravis 
and consists of the injection of 1.5 mg. of neostig- 
mine methylsulfate and 0.6 mg. of atropine sulfate 
per 150 lb. (68 kg.) of body weight. A positive re- 
sult is judged clinically by an increase in the muscle 
strength and a clearing of the toxis. 


IDIOPATHIC HEMOCHROMATOSIS 

To tHE Eprror:—In the person with idiopathic 
hemochromatosis what results may be expected 
from a determination of serum iron level and 
serum iron binding capacity? If these are normal, 
is further diagnostic work indicated, such as a 
liver biopsy or radioactive iron study? What is 
the best treatment? 

Marvin Garrell, M.D., Fairfield, Conn. 


Answer.—The normal body weighing 70 kg. 
(155 Ib.) contains 4 or 5 Gm. of iron. In idiopathic 
hemochromatosis there may be 25 to 50 Gm., and 
the serum iron level is usually elevated. Normally, 
the values are in the range of 100 to 150 meg. per 
100 ce. In idiopathic hemochromatosis the serum 
iron level may approach 300 meg. per 100 cc.; but 
as the disease and the consequent liver damage 
progress, the plasma protein level may fall, and 
with it the serum iron level. Hence, more impor- 
tant than the serum iron level is the degree of 
saturation of the iron-binding globulin, transferrin 
(siderophylin). Normally this is only about 40% 
saturated, and while the normal serum iron level 
is 120 meg. per 100 cc., the siderophylin can bind 
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300 to 400 meg. per 100 cc. when it is completely 
saturated. In idiopathic hemochromatosis and 
transfusion hemosiderosis, the saturation of the 
iron-binding globulin approaches 100%. 

If the serum iron level is normal and saturation 
of serum for iron is less than 50%, then hemo- 
chromatosis can be excluded and a liver biopsy 
is not necessary. It might be included as a diag- 
nostic tool for other causes of cirrhosis. Radio- 
active iron is a research tool and was used to 
demonstrate that the defect in hemochromatosis 
is an increased absorption of iron from the gastro- 
intestinal tract. 

The best treatment for hemochromatosis depends 
on early diagnosis before liver damage has oc- 
curred, and then removal of the iron. For all prac- 
tical purposes the excretion of iron is negligible, 
and to date the best method for the removal of 
iron has been repeated small phlebotomies, 250 to 
500 cc. every three to six weeks. A 500-cc. phle- 
botomy removes 250 mg. of iron. The average 
diet contains 10 to 20 mg. of iron, of which less 
than 10% is normally absorbed. For this daily 
absorption of 1 or 2 mg., about 0.8 mg. is lost 
per day in desquamated cells, sweat, and urine; 
hence phlebotomy removes a significant amount 
of iron. 


CHEMICAL BURNS OF RESPIRATORY TRACT 
To tHE Eprror:—A 3-year-old boy ingested an 
indeterminate amount of ammonium. thiogly- 
colate (a home permanent neutralizer). Immedi- 
ately after ingestion of it, the boy gagged, 
coughed, and vomited; he was cyanotic for three 
or four days. About two weeks later laryngos- 
copy revealed an inflammatory reaction of the 
larynx, trachea, and bronchi. About one year 
after ingestion of the poison he developed thin- 
ning and atrophy of the tongue. His voice is 
squeaky, and he has some hoarseness when he 
talks loudly. When he cries he sometimes has 
laryngeal stridor. What is the expected end- 
result of this scarring of the tongue and larynx? 
Howard Hansen, M.D., Baton Rouge, La. 


Answer.—About a year ago, potassium bromate 
was being used as a neutralizer, but this was dis- 
continued because of two or three reported deaths 
from the solution, and sodium perborate is now 
used as a neutralizer. The thioglycolate mentioned 
is found in the wave solution, but the caustic 
effect of this material has not been determined. 
The solution ingested caused a definite burn of 
the larynx and has apparently resulted in some 
laryngeal stenosis. It is unlikely that the thinning 
of the mucosa of the tongue would have any seri- 
ous effect either in the immediate or distant future. 
It may be assumed that the patient had some loss 
of mucosa in the laryngeal area and as a result 
has obtained a fusion of the anterior commissure 
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which has resulted in the high-pitched squeaky 
voice and hoarseness; it would also cause some 
stridor on breathing after unusual exertion. Since 
it has been one year since the accident, it is un- 
likely that the condition will progress beyond its 
present stage, and, as the child grows older, the 
size of the larynx would be expected to increase 
with his general growth, possibly not proportion- 
ately, but still sufficiently to allow him to avoid 
respiratory difficulty. The course of the condition 
should be followed with direct laryngoscopic vis- 
ualization, first, to determine the exact condition 
of the larynx and, second, to have a standard for 
comparison in subsequent examinations. 


MUSCLE REEDUCATION 
To tHE Eprror:—I once attended a meeting at 
which Sister Kenny described her method of 
treating patients with paralytic poliomyelitis. She 
stressed the value of awareness or incentive on 
the part of the patient as the paralyzed muscles 
were passively put through their functional range 
of motion by the attendant after the hot packs 
had been used. She applied a special term, which 
I cannot recall, to this mental effort by the 
patient. Was this idea of conscious effort to 
move a paralyzed part during the passive exer- 
cise ever accepted by the medical profession? 
M.D., California. 


Answer.—The Kenny method of muscle reedu- 
cation is divided into three phases. The first phase 
is tendon stimulation. This is an attempt to pro- 
duce proprioceptive reflexes by passive motion of 
the joints normally moved by the affected muscles. 
It is done by several techniques, all of which in- 
volve stimulation of sensory proprioceptive end- 
ings to produce motor effects, and it is strictly a 
reflex action. 

The second phase is restoration of mental aware- 
ness. This phase is probably the one mentioned 
in the question. In this technique the attempt is 
made to make the patient aware of the function 
of the muscle by using every type of sensory stimu- 
lation available. The normal motor pattern is re- 
produced by passive motion which involves pro- 
prioceptive stimuli. The skin is stroked over the 
insertion of the muscle to utilize tactile stimuli. 
The origin, insertion, and action of the muscle is 
described to the patient to provide auditory stim- 
uli. The patient is allowed to watch the motion 
being performed passively to supply visual stimuli. 
All of these procedures are performed without the 
patient making any attempt at active motion. Fun- 
damentally it is an attempt to reeducate the sen- 
sory side of the motor pattern. 

The third phase is restoration of muscle func- 
tion. At this time the patient first attempts to 
move the part voluntarily with assistance. Great 
care is taken to avoid substitution of other muscles 
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in the motor pattern and to avoid tiring the patient 
during this reeducation process. As the patient 
develops more power and coordination he is al- 
lowed to do more for himself until he is able to 
perform the motion independently. This phase is 
an attempt to reeducate the motor side of the 
motor pattern. The technique is described more 
fully in the chapter Exercise in Poliomyelitis in 
“Therapeutic Exercise,” volume 3 of the Physical 
Medicine Library, published by Elizabeth Licht, 

* New Haven, Conn. It is used with some modifica- 
tions in many poliomyelitis centers. 


CHLORAMINES IN SWIMMING POOL 


To tHe Eprror:—The water in a swimming pool 
is treated with chlorine soda ash and filtered 
through pressure sand filters. The pH of the 
water is maintained between 7.8 and 8.0, and 
the chlorine content varies from 0.8 to 1.0 ppm. 
When water is treated with chlorine, one of the 
by-products is nitrogen trichloride, an insoluble 
gas that tends to lay close to the water surface. 
This gas is irritating to the eyes of the varsity 
swimmers, who are taught to skim the surface, 
swimming with their eyes open. There have been 
no complaints from the womens’ physical edu- 
cation class or other swimmers of the pool. Suffi- 
cient ventilation to remove this gas would be 
prohibitive not only in terms of cost of ventila- 
tion equipment but in terms of heating the air 
supply. What measures will prevent the eyes 
from burning due to exposure to this water? 

M.D., Nebraska. 


ANnswer.—The analysis made of the reasons for 
the difficulties being experienced is not factual. 
In pool waters which contain ammonia, the addi- 
tion of chlorine will cause the formation of chlo- 
ramines. The particular chloramine depends on the 
pH of the pool water. At the pH level being main- 
tained in this particular pool there is little likeli- 
hood that the trichloramine nitrogen trichloride 
will be formed. Trichloramine production would 
require a pH of about 4.5 to 5.0. 

Studies on this problem indicate, however, that 
the monochloramines and dichloramines are eye 
irritants and may be responsible for the difficulties 
being experienced in this particular pool. Studies 
have indicated further that by the application of 
break-point chlorination, the chloramines can be 
. eliminated with the formation of nitrogen and the 
oxides of nitrogen. This requires the maintenance 
of a pH of about 8.0 with a free residual chlorine 
of 2 to 3 ppm. A number of articles have been 
written on this subject. One article by Eric W. 
Mood appeared in the American Journal of Public 
Health (48:1258-1264 [Oct.] 1953). Mr. Mood has 
been highly successful in eliminating eye irritation 
among the varsity swimmers at Yale University by 
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the application of this type of treatment to ‘their 
pool water. Many others have confirmed his 
findings. 


SPONTANEOUS ABORTION 
To tHE Eprror:—Please comment on proper hos- 
pital routines for patients who have had a spon- 
taneous abortion. What routine orders should 
be given to the nursing staff to prevent pelvic 
infection? May patients safely be placed in a 
room or ward with other patients with infectious 
diseases, such as pelvic inflammatory disease? 
M.D., Missouri. 


ANswer.—Most patients who have had a spon- 
taneous abortion experience an uneventful afebrile 
convalescence, but it is not always possible to 
determine whether such persons have been sub- 
jected to manipulations to induce the abortion, 
with the increased likelihood of puerperal infec- 
tion. A patient who has had an abortion should 
not be placed in the same room with a recently 
delivered mother nor should she be exposed to a 
gynecologic patient with subacute or acute pelvic 
inflammation. The patient who is febrile on ad- 
mission, prior to the spontaneous abortion, or who 
develops fever should be isolated outside the clean 
maternity sections. She should be treated in the 
same way as a delivered mother who develops 
puerperal infection. 


POSTHERPETIC PAIN 

To THE Eprror:—About five years ago, an 82-year- 
old woman, after an attack of herpes zoster at 
the level of the hemithorax and the right arm, 
developed a persistent pain in the right arm, At 
times her pains become so intense that she had 
to use ketobemidone for relief. The skin of the 
inner side of her arm and forearm is hypersensi- 
tive, wrinkled, and dry, and the hand has re- 
mained edematous for nearly two years, not 
permitting any movement of the fingers because 
of the pain. Roentgenograms of the hand showed 
ankylosis of practically all joints. Since the onset, 
sodium salicylate, piperazine, ACTH, cortisone, 
vitamin B,,, and procaine have been used but 
without relief. Can you suggest any treatment 
for this patient? What case fatality rate attends 
surgical treatment? 

Harry Kalenscher, M.D., Flushing, N. Y. 


ANSWER.—Postherpetic pain is always difficult to 
treat and sometimes cannot be affected by any 
known treatment. In some patients it responds well 
to section of the peripheral nerve or relevant pos- 
terior nerve roots. In others, there has been some 
response to stilbamidine and large doses of vita- 
min B. The age of the patient in question seems 
to contraindicate radical surgery, yet local block 
of the thoracic nerve concerned may provide relief. 
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If regional block with procaine gives relief, one 
might consider a simple section of the thoracic 
nerve with the patient under local anesthesia. 
Sometimes such sections at the periphery cure or 
greatly ameliorate the pain. If this procedure fails, a 
posterior root section might be considered. The 
morbidity and mortality with such a procedure is 
low, although it would be somewhat higher in an 
elderly person. In competent hands, the procedure 
is short and may even be performed with the pa- 
tient under local anesthesia, if general anesthesia 
is contraindicated. 


SERUM AMYLASE 

To tHe Eprror:—A patient has a consistently ele- 
vated serum amylase level (175 to 200 units per 
100 ml.). The normal for the laboratory is up 
to 110. I am unable to find a cause for this. He 
complains of pain in the left parotid gland, 
which at times appears to be slightly enlarged, 
but he has not been febrile and has no manifest 
parotitis, Are there other causes of elevated 
serum amylase level besides inflammation of the 
pancreas and parotid gland? 

M.D., Illinois. 


Answer.—Moderate elevations of serum amylase, 
that is, to levels from 200 to 700 units per 100 ml., 
may be found in such conditions as peptic ulcers 
penetrating or perforating into the pancreas, cal- 
culous obstruction of the salivary duct, renal in- 
sufficiency due to chronic or acute glomerulone- 
phritis, chronic pancreatitis with a relapse involving 
previously unaffected tissue, and sometimes carci- 
noma of the pancreas. Apparently this patient has 
no renal insufficiency. Since he does complain of 
pain in the left parotid gland and shows occasional 
enlargement of this gland, the possibility of a small 
calculous obstruction of the salivary duct might 


be considered first. 


SIMPLE CHRONIC ANEMIA 


To THe Eprror:—In reply to the question on simple 
chronic anemia, which appeared in THE JouRNAL, 
Sept. 13, 1958, page 227, the consultant stated, 
“The anemia will not respond to the administra- 
tion of iron, vitamin B,,, folic acid, or any of the 
‘shotgun’ antianemic preparations which, un- 
fortunately, flood the pharmaceutical market.” 
This appears to be an overstatement of facts. It 
may be asked on what basis the consultant con- 
cluded that none of these hematinics or a com- 
bination thereof would help the patient. In 
tropical countries, it is known that the iron taken 
in food often is not absorbed. Much of what is 
absorbed is excreted in the perspiration, and there 
are other nutritional deficiencies that are amen- 
able to one or more of these hematinics or to a 
combination thereof, as in dimorphic anemias. 
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Horrigan and co-workers (Am. J. Med. 22:99, 
1957) found that in hyperferricemia none of the 
other hematinics helped until liver was given 
orally. 
K. S. Dharadhar, M.D. 
P. O. Box No. 229 
Bombay 1, India 


The above comment was referred to the consul- 
tant who answered the original question, and his 
reply follows.—Eb. 


To tHE Eprror:—The statement that none of these 
hematinics or a combination thereof would help 
the patient was based on the assumption, justified 
from the data provided, that if the patient had 
anemia at all it was of the simple chronic variety. 
This subject is beautifully discussed and docu- 
mented, in terms of pathogenesis and treatment, 
by Wintrobe (Clinical Hematology, ed. 4, Phila- 
delphia, Lea & Febiger, pp. 581-588). The original 
answer is entirely consistent with the views ex- 
pressed by Wintrobe. The comment states that in 
tropical countries the iron taken in food often is 
not absorbed. Though this consultant has studied 
iron metabolism for years and is familiar with most 
of the literature on iron absorption, no studies have 
been seen that justify that statement. They would 
depend on careful balance studies or measure- 
ments with radioactive iron. If the commenting 
physician knows of such a published work, a ref- 
erence to it would be appreciated. The question 
is hardy applicable to the specific case being dis- 
cussed, however, since there was no evidence of 
iron deficiency. 

The comment further states that a lot of iron is 
excreted in the perspiration. Foy and Kondi offer 
evidence to indicate that there is a dermal loss of 
iron in the tropics from desquamation of epithe- 
lial cells (not in perspiration, per se); but even 
their work has not entirely eliminated iron con- 
tamination from the environment. Even if one 
accepts their work at face value, the fact remains 
that there is no evidence to indicate that persons 
with simple chronic anemia in the United States 
are iron-deficient or will respond to the admin- 
istration of iron. The correspondeni states that 
there are other nutritional deficiencies that are 
amenable to one or more of these agents or some- 
times to a combination thereof as in dimorphic 
anemias. This is true, as Wintrobe also states, but 
the values given in the original inquiry would not 
be low enough for a dimorphic anemia, Even 
though one may have mild degrees of anemia in 
various nutritional disturbances, such as thiamine 
deficiency and pellagra, the use of a shotgun 

preparation is still not justified. The observations 

of Horrigan and co-workers are accepted without 
reservation. The situation must, however, be rare. 

This consultant knows of no cases other than those 

reported by him or to which he refers. 


. 
‘ 
- 
: 
4 
7 
‘ 


Functional 


ODRAL 


BARAL 


TABLETS 
Potent ANTISECRETORY + ANTICHOLINERGIC + SEDATIVE 


* 


For unsurpassed results in PEPTIC ULCER 
prescribe Monodral with Mebaral in conjunction 


with. 


7 PIONEER 
ALUMINUM 
HYDROXIDE GEL 


‘Monodral of penthienate), e Fast Acting Reactive Gel Creamalin liquid — 8 and 16 fl. oz. 
Meberel (brokd of mephobarbital), and © Protective Coating Creamalin tablets — bottles of 50 and 200. 


lin, trademarks reg. U.S. Pat. Off: 


and Organic | ‘ol 
» 
= 
| 
Mon ral ec.....2 
Dependable control of hyperacidity and 
times daily. Other ¢ 


186 


THE JOURNAL OF THE 
AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Ill. 
Phone WH 4-1500 Cable Address “Medic” Chicago 


SUBSCRIPTION RATES 


Price per annum in advance, including postage: 
Domestic, $15. Canadian, $17.00. Foreign, $21.50. 
Price to students, interns and residents: $9.00 in 
U.S. & possessions, 


SINGLE COPIES of this and previous calendar 
year, 45 cents each. 


REMITTANCES should be made by 
check, draft, registered letter, money or express 
order. Currency should not be sent unless the 
letter is registered. Stamps in amounts under one 
dollar are acceptable. Make all checks, etc., pay- 
able to “AMERICAN MEDICAL ASSOCIATION.” 


WARNING: Pay no money to an agent 
unless he presents a letter showing authority for 
making collection, 


CHANGE OF ADDRESS: When 
there is to be a change in your address, Tue 
Journat or any other A. M., A. periodical to which 
you subscribe should be notified at least six 
weeks before the change is made, The address label 
clipped from your latest copy of the periodical, 
andthe old and new address, including your postal 
zone number, should be included in the new ad- 
dress. Your instructions should state also whether 
the change of address is temporary or permanent. 


WHEN COMMUNICATIONS 
concern more thaa one subject—manuscript, news 
items, reprints, change of address, payment of sub- 
scription, membership, information wanted, etc.— 
correspondents will confer a favor and will secure 
more prompt attention if they will write on a 
separate sheet for each subject. 


CONTRIBUTORS 


EXCLUSIVE PUBLICATION: 
Articles are accepted for publication on condition 
that they are contributed solely to this journal. 


COPYRIGHT: Matter appearing in Tue 
JouRNAL Or THE AMERICAN MEDICAL AssociA- 
vT10N is covered by copyright. Permission will be 
granted on request for the reproduction in repu- 
table publications of anything in the columns of 
Tne JounNnac if proper credit is given. However, 
the reproduction for commercial purposes of 
articles appearing in Tne JourRNAL or in any of 


the specialty journals published by the Association | 


will not be permitted. 


MANUSCRIPTS: Manuscripts should be | 


typewritten, double-spaced and the original, not 
the carbon copy, submitted unrolled. Carbon cop- 


ies, or single-spaced manuscripts will not be con- | 


sidered. Footnotes and _ bibliographies should 
conform to the style of the Quarterly Cumulative 
Index Medicus published by the American Medical 
Association. This requires in the order given: 
name of author, title of article, name of periodical, 
with volume, page, month—day of month if weekly 
~—and year. Because of lack of space, it is necessary 
to limit the number of bibliographic footnotes to 
eighteen. Unused manuscripts are returned by 
regular mail. 


RESPONSIBILITY FOR STATE- 
MENTS: While manuscripts are subject to 
editing so that they conform to the style adopted 
by the American Medical Assvciation for its 
publications, the author assumes the responsibility 
for the statements he makes. Unless so stated, the 
opinions expressed in articles in THe Journnat do 
not represent those of the American Medical 
Association or any other organization. 


ILLUSTRATIONS: Half-tones and zinc 
etchings will be furnished by Tue JounnaL when 
satisfactory photographs or drawings are supplied 
by the author. Each illustration, table, etc., should 
bear the author’s name on the back. Photographs 
should be clear and distinct; drawings should be 
made in black ink on white paper, Used photo- 
graphs and drawings are returned after the article 
is published. 


PRICE LIST 
A price list describing the various publications 
of the Association will be sent on request. 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearnporn Street, Cuicaco 10 


Used manuscripts are not returned. | 


ordinary 
food 


must be 
supplemented 


Patients 
lke 
Meritene 


ULCERS and other restricted diets, as in liver 
diseases and gall bladder conditions. 


POST-OPERATIVE and other nutritionally de- 
pleted patients, such as geriatrics, prolonged 
convalescence, and chronic illnesses. 


TOTAL FEEDING, whether by tube or orally, 
in conditions such as wired jaws and cancer 
of the oral cavity. 


The good-tasting protein- 
vitamin-mineral supplement 


MAIL COUPON FOR ONE LB. CAN 


THE DIETENE CoO. 
Highway 100 at W. 23rd St. 
Minneapolis 16, Minnesota 


Please send me free a 1-lb. 


$1.98 retail size) of Meritene protein- 
vitamin-mineral supplement. 


Name 


Address. 


State. 
MA-4259 


Zone 


City. 


| 

| 

| 

can (regular | 
| 

| 


J.A.M.A., April 25, 1959 


CLASSIFIED ADVERTISEMENTS 


Personal classified advertising rates are $7 for ads 
of words or less and 25¢ each additional word 
in regular type or $8.75 for 30 words and 30c each 
additional word in bold face type. There is also a 
45e charge made on the first insertion of an ad 
when a box number is used and answers sent care 
of AMA. Count 4 additional words for a box. 
Commercial classified advertising rates are $9 for 
ads of 20 words or less and 30¢ each additional 
word in regular type or $11.25 for 20 words and 
40c each additional word in bold face type. Com- 
mercial rates cover all ads of manufacturers, 
dealers, agencies, etc. Box number charge same 
as personal ads, 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


FORMS CLOSE 15 DAYS PRIOR TO 
DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 
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The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chieago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


NOTICE 


WANTED — ELECTROENCEPHALOGRAPHER TO ES- 
tablish department in 600 bed general hospital; Florida 
license required; part time percentage basis; extramural 
private practice likely necessary, Contact: Hospital Di- 
rector, Tampa Ge i Hospital, Tampa 6, Florida. 
(Tele phone 8-071 


ANNUAL POSTGRADUATE REFRESHER COURSE IN 
optics, refraction and retinoscopy—Monday, June 22 
through Friday, June 26, 1959; tuition $7 ‘00; appli- 
cants limited to payererans, with previous ophthalmic 
experience; limite’ For pr and fur- 
ther details, write 3 ‘age Eye, Nose and 
he Hospital, 231 W. Washington Street, Chicago 6, 

nois. 


FOR SALE 


resort area; 


CALIFORNIA; PALM SPRINGS HEALTH 
large new medical and physical medicine 
building; doctor consultation and examining rooms, 
laboratory, X-ray department, 2 large therapeutic pools, 
physical therapy department, hydrotherapy department, 
gymnasium; natural hot water well; completely equipped ; 
luxuriously furnished. Box 308, Desert Hot Springs, 
California. 


ELECTROCARDILOGRAPHIC SERVICE; ELECTRO- 
cardiograms interpreted; for full information write to: 
The Louisville Diagnostic Service, 422 West Florence 
Avenue, Louisville, Kentucky (14). 


FREE WHOLESALE CATALOG DISPLAYING RE- 
ception room furniture, household aeeds, photographic 
equipment sent upon request. James, Ltd., 1523 Mil- 
waukee, Chicago, Illinois. 


WILL INTERPRET CHEST X-RAYS, 70 MM; 4 X 5 
or 14 x 17; have 10 years experience; convalescing from 
recent abdominal surgery. Box 7183, % AMA 


CARDIOGRAPHIC TRACINGS READ RAPID SERVICE 
by air mail. For further information, write: P. O. Box 
1006, Charleston, West Virginia. 


ASSOCIATE OR PARTNERSHIP IN GENERAL PRAC- 
tice; ae of San Francisco; terms to be discussed. 
922 


22, % AM! 


ASSOCIATES WANTED 


INTERNIST—BOARD OR QU OUTSTANDING 
opportunity helt hour N . C. complete equipment; 
independent but assoc with six board me smbers 
various specialties; no investment; send complete back- 
ground. Box 7707, % 


RESIDENCIES WANTED 


RESIDENCY WANTED—OBSTETRICS-GYNECOLOGY ; 
first level starting July 1, 1959 in approved hospital; 
Belgian MD; straight internship Louvain; having suc- 
ceed ECFMG Qualification examination; good refer- 
ences, Box 7088, 42 AMA. 


SENIOR RESIDENCY IN GENERAL SURGERY 
wanted to complete requirements for renee of Surgery; 
available now or July Ist. Box 8005, AMA. 


ONE YEAR RESIDENCY IN 
therapeutic radiology, including isotopes, by Hungarian 
physician with knowledge of English language; ex- 
professor of radiology, with extensive radiotherapy train- 
ing and practice, to complete California license require- 
ments. Addre: MD, 2315 Bath Street, 
Santa Barbara, 


RESIDENCY WANTED 


James T. Case, 
California. 


NEUROLOGY RESIDENCY OR FELLOWSHIP WANT- 

ed, by organically oriented licensed physician, psychi- 

» residencies completed; must be accredited on the 

83 year level; university teaching center preferred, 

and must offer well rounded program; realistic stipend 
mandatory. Please reply: Box 7840, % AMA. 


OB-GYN SENIOR RESIDENCY OR PRECEPTORSHIP 
wanted by 37 year old American graduate; Harvard Col- 
lege and New York Medical College; starting July 
1959; two years Board Lpperoret ob-gyn residency com- 
pleted, Box 7869, % fA. 


WANTED—APPROVED RESIDENCY IN OBSTETRICS- 
gynecology at the second or third year level; am pres- 
ently serving second year in resideney approved for only 
one year box 7966, % AMA 
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OUR 63RD YEAR 


WOODWARD 
BUREAU 
FORMERLY AZNOES 


AND V.Wabash-Chieago, 


profession. 
with distinction half @ cantury. 
ACADEMIC: 2 Asst or Assoc Prof, Diagnostic Roent- 


penolosy; te ach med students & rad res ne 800 bd, 
apprvd hsp; $15,000, increases exel 


nefits. 
ADMINISTRATION: (g) 650 bd (expnd’g to 800), i 
prvd hsp; report to about 
;.not too ‘ar from c. 
: (u) bir dept, new 200 bd hsp; priv 
fee basis; shid net in excess of 
DERMATOLOGY: (2) dept; orp, 8 Board men; sal 
net $25-30,000; New Y 
rons ¥" med officer; internist or GP 
indus contract; $1-12 
ests; duties indus & surg; $12-15, 
Angeles area. Assn, 3 GP's; practice well- estabd 
$12,000 pilus %: vie Baltimore. (n) Assn, excl 12 man 
orp, expndg; to $15,000; oppor join ore as full-prtor 
without lowatent: liberal personnel policies; Mideast. 
INDUSTRIAL MED! ; _Serv ige co (1 emplys) ; 
; per capita or straight fee 


ract; MW. 
INSURANE : a) Asst med dir; pref Bd 
oppor Cert'n, Life Insur med; 
in- 
creases $25,000; (e 6 mostly brand 


Dipls; advanta if chest or biood 
PIPERAZINE 
ow 


Eliminate 


PINWORMS 
ROUNDWORMS 


d quald w/sevi we Ly exper; orp 

no investmt; alif. 

(k) Dipl, & Neurosurg, 

own 60 $20,- 

(x) Oto: Assn, outstndg 8 major- 
ity Dipls, ‘est 20 yrs; apa facils; one "ot ‘finest cl 
in area; $20-25,000; 

OB-GYN: (r) 2nd man, ob-ayn dep dept; Ige, excl grp; about 
$15,000; splendid fringe 

ORTHOPED! S: (c) Assn; 30 men orp; one of longest 
$18,000 Ist yr; then prtnr oppor netting 

PATHOLOGY: (d) Dir dept; new fully- couse hsp, 200 
bds; basis shld net $25-30, } dir 
dept, long estd cl, staffed, 8 Bd men ail w/ten " afil— 
Ge depts, 2 SCAH hsps; oppor rsrch; shid net to 

PEDIATRICS: 2 GP's, interd OB surg; 
1000 m ad gross; ige univ city 

P & N: Psy: irector, medium-sized hsp; 
pis.aee plus compite mtce; recommd ; E. (d) Neuro; 

ept, 13 man Dipl orp; $18,000 


; 
RADIOLOGY: (ec) Assoc w/Dipl, Rad, Hd of dept; 12 4 + ] 
Dip! orp; excl lab—new cobalt 60 type therapy unit, 
all radioactive materials; serv 3 very ige hsps; sal 


open, eventual prtnrshp; NW. 
SURGERY: (g) Assn 9 Dip! orp, gitd "30; 110 bd gent, —Piperazine Citrate, 100 mg. per cc. 


vol, JCAH hosp; to $19,000; 
PLEASE SEND FOR AN ANALYSIS FORM SO WE 


MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU é j 
We offer you our ig endeavors—our integrity—our 63 ANTEPAR TABLETS 
year record of 
Piperazine Citrate, 250 or 500 mg., scored 


‘ANTEPAR’ WAFERS 


—Piperazine Phosphate, 500 mg. 


ASSISTANT WANTED 


GENERALIST—OPERATING anes ALL HOSPITAL DE- 
sires assistant-associate; $12,000 per year plus percent- 
age of gross-net; opportunity “tor growth with institu- 
tion; special Illinois license re- 
aquired. Box 7364 B, AMA. 


PHYSICIANS WANTED 


PSYCHIATRIST ARKANSAS STATE HOSPITAL — 
Must have at years of approved training; 
preferably board certified; dynamic program of treat- 
ment; training; research and unique rehabilitation proj- 
ect; active association with new university of Arkansas 
my dical center on campus of state hospital ; right in 
city; stimulating and challenging situation with great 
potentialities ; fine city; excellent climate; unsurpassed 
recreational advantages; competitive salary and fringe 
benefits such as social security; state retirement and 
liberal sick and annual leave policy; must be graduate 
of American or Canadian school qualify for medical li- 
censure; Write: Granvilie L. Jones, MD, Superintendent, 
Arkansas State Hospital, Little Rock, Arkansas. Cc 


PHYSICIANS WANTED—FOR CHICAGO AND SUR- 
rounding suburbs plus opportunities in all parts of the 
United States; many full and part time positions avail- 
able in all specialties in industry; institutions; private 
associations and groups; Miss E. Ronni, our director of 
National placement; will be pleased to assist you in se- 
curing the position you want in the area you desire; 
for Chicago area call or write Mrs. N. Garland, Di- 
rector, Garland Medical Placement 25 East Washington 
Street, Chicago 2, Illinois. ANdover 3-0145. All Inquir- 
ies are confidential. Cc 


MEDICAL EDITOR—POSITION OF ASSOCIATE ED- 
‘or, U. S. Armed Forces Medical Journal in Washing- 
ton, D. C., applicants must be graduates of approved 
medical schools with minimum of 4 years’ experience 
medical editorial work; preferably on staff of medical 


Literature available on request 


bra BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York 


NEWLY CON 
laboratory fully 


FOR 
district 
to serve 


FORENSIC PATHOLOGIST 
structed excellently equipped 
staffed in all phases; Nortolk Tidlewater area 
Statewide medical examiner system; excellent future i 
rapidly growing specialty; pathologist with forensic in 


PATHOLOGIST—BOARD CERTIFIED OR BOARD ELI- 
gible for position of Chief, Laboratory Service; new, 
completely equipped 250 bed general hospital in west 

‘exas; pleasant climate all year round; excellent re- 
tirement plan, lite insurance, annual le ave, sick leave 
and other benefits; salary from $11,373 to $14, 685, de- terest will be considered; salary open. Apply to: Geoffrey 
pending on qualifications, with regular increases to T. Mann, MD, LL. B. Chief Medical Examiner, 404 
$16,000. Apply: Personnel Officer, Veterans Admiot. North 12th Street, Richmond, Virginia ‘ 
tratior spite tig S 'exas 

WANTED—ASSISTANT CHIEF ANAPSTHESLOLOGY ; 

WANTED—ONE OR TWO ADDITIONAL 712 bed GM&S hospital, accredited for residency train 
trists, ward physicians, for large county psychiatric ing: Board certification or qualification required; o 
hospital with qualified staff in southeastern medical tunities for teaching and research; salary hr y 
center, university city; previous psychiatric training de to $12,770 plus 15% for Board Certification; 
sirable, not mandatory; duties clinical, with some teach leave and attractive retirement program Adidre . 
ing; salary $6000 to $11,400 according to qualifications, ies to: Director, Professional Services, U. 8 
with complete maintenance; vacations, sick leave, merit Administration Hospital, Oakland 12, California 

WANTED-—PHYSICIAN TO 1IATE WITH SIX 


PSYCHIA- 


retirement benefits Write: Box 7992 


journal or related | periodical; competitive 
appointment under Federal civil service; starting salary 
$12,770. Forward curriculum vitae to: Bureau of Medi- 
cine and Surgery, Code 453!, Navy Department, Wash- 
ington 25, D. C. 


OPPORTUNITIES AVAILABLE LN VIRGINIA FOR 
physicians as directors of local health departments; 
salary range with recognized public health training or 
experience $10,992 to $13,728; applicants without train- 
ing or experience given on the job training and paid 
$10,032 beginning salary; applicants must be Ameri- 
ean citizens; under 48 and eligible for Virginia licen- 
sure; liberal sick leave, vacation and retirement bene- 
fits. Writ Director of Local Health Services, State 
Department of Health, Richmond 19, Virginia Cc 


increases, 
AMA. 
TO JOIN ESTABLISHED 


general 
; oppor 


GENERAL PRACTITIONER 
eastern Ohio group of young specialists and 
practitioners ; enthusiastic, academic atmosphere 
tunity to become full partner from start with no in- 
vestment; paid annual vacation and study period; start- 
ing annual salary $11,500-$15,000 depending on, training 
one experience; retirement program, Box 7979 C, % 


TED — GENERAL PRACTITIONER FOR ASSO- 
— in completely equipped clinic; suburb of Seattle; 
,000 per month with increase every six months for 
a, Poort then opportunity for partnership. Box 8011 C, 


man group caring for mining company’s employees and 
families; includes general practice, obstetrics, anesthe 
sia, surgery and industrial work; salary $10,000 
start; no expenses; living conditions goed; excellent 
schools; immediate opening. Call or write W 
Stewart, MD, Chief Surgeon, Homestake Hospital, Lead, 
South Dakota Cc 

STAFF PHYSICIAN LARGE SOUTH-CENTRAL 
Tuberculosis Sanatorium; licensure necessary; salary 
range $7,560 to $9,120 depending upon experience; com 
plete family maintenanee, including modern 2 bedroom 
home, Box 7989 C, % AM. 


(Continued on next page) 


; 
WOODWARD t 
| 
: 
wee 
: 
4. 
or 
| 
S 
| 
| 
on 
| 
ig 
j 


2,816 PHYSICIANS 
REPORT THE EFFECT OF 
UNITENSEN PRODUCTS 
ON 29,099 
HYPERTENSIVE PATIENTS 


summary of report 


No. of 
Patients Results Percent 
9,111 Excellent 31.3% 
14,817 Good 50.9% 
3,693 Fair 12.7% 
1,478 Unsatisfactory 5.1% 
900 Side Effects 3.1% 


This continuation of the “Proof In Prac- 
tice’ Study demonstrates the efficacy of 
Unitensen products as used by physicians 
in their day-to-day private practice. 


“We have used Unitensen on several of 
our more difficult patients and in most 
cases found that Unitensen would do the 


“Unitensen appears to be a good drug to 
use in hypertension. The combinations 
are also efficacious.” 


“Patients’ pressure dropped gradually, | 
and they were maintained with two tab- 
lets b.i.d.” 


“All patients had a drop of 20-30 systolic. 
All expressed how much better they felt 
on the new medicine (Unitensen) .. . It 
looks to me as though this drug has real 
merit." 


Unitensen and diuretics 

Unitensen, atrue hypotensive agent, is poten- 

tiated by diuretics. A combination of the two 

is frequently recommended for a lower dos- 

age o of each, minimizing the side effects of 

either,'.2.34 

® 

Unitensen-R° mee 

@ Each tablet cryptena- 


Unitensen® 
Clinical supplies available upon request. 
References: 1-4 on request. 


IRWIN, NEISLER & CO. 


TYPICAL COMMENTS FROM PHYSICIANS | 


Decatur, Illinois 


_ TONICS AND SEDATIVES 


| 


ee 6 
My Favorite Story 


In this space will be published anec- 
| dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


It was the night of the weekly poker 
game. This particular night, a chap who 
came infrequently was playing with the 
boys. However, while everyone else was 
relaxed and joking, this litthke man was 
tense and worried. Finally he announced 
that it was late and he had to go home. 

“Why are you leaving so early?” asked 
one of his friends. 

“Well,” said the man, “I don’t like to 
leave my wife.” 

“Why? Are you afraid of her? What are 
you—a man or a mouse?” 

“I’m a man,” answered the little man 
quickly. “I’m sure of that,” he added, “be- 
cause my wife is afraid of mice.” 


This happened during the football sea- 
son. One of the members of the team and 
his girl friend were standing on the side 
lines watching the team scrimmage. After 
a few minutes it became obvious that a tall 
end was the star of the team. 

“Next year,” said the fellow on the side 
lines, “Jim is going to be our best man.” 

“Oh, darling,” said his girl friend, “what 
a nice way to ask me.” 

| The aging movie producer, having had 
five wives, was determined to stay single. 
But, as sometimes happens with aging pro- 
| ducers, he met a starlet and proposed. 
| The girl was a little undecided. Although 
there are obvious advantages in marrying a 
| producer when you are a starlet, she had 
| heard many stories about this particular 
| gentleman. They all led to one conclusion— 
| he was impossible to live with. 

Therefore, her reply was, “I don’t know. 
I’ve heard so many stories about you, and 
if any of them are true...” 

“Don’t listen to that gossip,” interrupted 
the producer. “It’s nothing but old wives’ 
tales.” 


The father had been approached by his 
daughter’s steady beau. He told the eager 
young man, “I see no reason why you 
shouldn’t marry my daughter. My only 
question is, ‘can you support a family?’ ” 

“I am prepared to do that, sir,” came 
the answer, 

“Good,” said the father holding out his 
hand, “including my daughter, there are 
seven of us.” 


(Continued on page 192) 


J.A.M.A., April 25, 1959 


(Continued from preceding page) 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


ASST. MED. DIR.: (a) Ins. F/T, Fla, Int Med trng 
req; Sal, lite & hith ins, retirmnt prog (b) F/T. 
East, to bnfts; min traveling; some 


e 
ENT: Grp est comp clin bidg; 
8 


EYE: 5-man orp Virginia near Wash., D. C., office share 
agreement or any agreement “appli cant may wish, 
financial assistance offered initially if required 

G.P.: (a) ne surg; 3-man assn; Calif nr San Fran; 
ist mo, then up; prtnrshp (b) w/surg 

000; 4-man orp; NEng 
manuf twn (c) w/minor ay some indus; 6 man grp: 

So 4 amo. & 50% of extras 
INDUS. MED. & SURG.: F’t assn, 2 men; $10,000; MW 
INSURANCE: desk job; NEng; orthop trng nec; $8,000, 


ents 
INTERNIST: Sassiotegy or GE if interested, $15,000 start, 
future prtnrshp, cl yd of 14 young doctors, hunting & 
fishing country of Minn 
MEDICAL DIRECTOR: Railroad, Internist preferred. 
applicants should come from transportation eg 
new medical dept. being established, N.Eng o 


$i 
NEUROSURGEON: assn w/2 highly qual men; MW; 


open 

OB-GYN: (a) 2nd in dent _ calle orp est 5 yrs; to $1000; 
(b) asst or assoc; r pract w/Cert man; com- 
pensation, fh ons ‘no trouble’; hosp & 
Univ med schi connections 

ORTHOP. SURG.: 2nd in dept now, wie Dept in hy} 

woe: MW clinic of yng men, est 11 yrs; to $16 
special consideration 

PEDIA RICIANS: familiar w/all kinds of jobs, all sec- 
tions of country, paying the right salary 

RADIOLOGIST: (a) assoc; ige active praste Minn; re- 
ferrals from 75 doctors; at least $15,000 Ist yr, can 
be increased; (b) for $2 bed gent hosp; also direct 
cancer clin & mental hosp; West; man 

BENT $29,000 i 

ower EALTH: (a) Pir staff; Jul ist; 
$10. ) GP opptny teh & Muriher 


sti H 

SURGEON: hosp, So, to $15,000 

TBC: Med. Dir. & Supt; cant CGR or Elig; to $12,000 
& mtn for doctor & famil 


Upon request one of our will be to 
you. Write us is today—a post card will 


MEDICAL STAFF DESIRES TO INTERN- 
ist, otolaryngologist, 
gist to supplement existing growing com- 
munity of 12,000; 50,000 in county; 120-000 in trade 
area, in south Iinois near Crab oe Lake; 6 year 
old hospital is pl end bac 
ous and qualifications in first letter. Box 8017 °C. 


OTOLARY NGOLOGIST WANTED—IF YOU ARE AN 
ear, nose and threat specialist, don't fail to write for 
particulars regarding the position which is now open for 
an otolaryngologist ; this position offers the right man a 
chance to work in a busy office; excellent location; top 
notch salary; yearly advancement ~ early partne rship. 
Reply at once to: Box 7993 C, 9 MA. 


TEXAS—GULF COAST; RAPIDLY EXPANDING MET- 
ropolitan area; attractive opportunities for any physician 
in independent practice; need for pediatrician, ortho- 
pedist, otorhinolaryngologist, internist, neurosurgeon and 
generalist; office space available in new, modern doctor's 
building. ‘For details write: P. O. Box 1777, Corpus 
Christi, Texas. Cc 


WANTED — OTOLARYNGOLOGIST TO SERVE AS 
full time chief of section in 950 bed general hospital; 
U. 8S. citizenship required; Board Certified or eligible 
Laphoegaet starting salary range up to $14,885 with sick 

1s, retirement benefits, ete. Apply: Chief, Surgical 
VA Hospital, East Orange, New Jersey. 


WANTED-—INTERNIST; 254 BED GENERAL MEDICAL 
and surgical hospital; supervised by Board Certified 
physician and approved for preceptorship training; hos- 
pital located at home of University of Arkansas and in 
the heart of the Ozarks. Contact: Manager, Veterans 
Administration Hospital, Fayetteville, Arkansas. Cc 


WANTED GENERAL PRACTITIONER; EXCELLENT 
opportunity if qualified for Indiana license, also one 
primarily interested in obstetrics and pediatrics; in 
association with a group of 5 MD's doing a private 
and industrial practice; 25 miles south of oe 
Loop in the State of Indiana, Box 7459 C, % AMA 


WANTED — OTOLARYNGOLOGIST; BOARD CERTI- 
fied or Qualified; busy two man office, Long Island, 
New York; needs third associate; starting remunera- 
tion guaranteed; partnership after one year if compat- 
ible; only those interested in association 
apply. Write: Box 7406 C. % 


WANTED—A SUCCESSOR FOR MY WELL ESTAB- 
lished and lucrative office practice in city of 150,000 in 
central Pennsylvania; practice easily transferable, re 
tiring on account of ill health; will be happy to furnish 
additional information if you really mean business. 
Address: Box 7909 C, % AMA. 


MEDICAL PLACEMENT 


EMPHASIZING SOUTHERN 
OPPORTUNITIES 


Ruby Roberts, Dir. 
Peachtree Place N.Y 
Atlanta 9, Georgia 


(Continued on page 190) 
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Methocarbamol Robins 


U.S. Pat. No. 2770649 


me Summary of six published clinical studies: 


ROBAXIN BENEFICIAL IN 92.4% OF 


SKELETAL MUSCLE SPASM CASES 


Garpenter* 
Forsyth * 
Lewis? 


O'Doherty & 
Shields * 


PATIENTS RESPONSE 
“marked” — moderate slight none 
33 26 6 om 
“good” 
38 25 6 _ 7 
“excellent” 
17 14 2  ] 0 
“significant” 
30 27 — 2 1 
ing” 
236 184 34 4 14 
(78.0%) (14.4%) 


Fiber of skeletal muscle relaxed (photomicrographs) 


ee 


— q 


TABLETS 


e Highly potent—and long acting."”* 


e Relatively free of adverse 
side effects."**** 


e In ordinary dosage, does not reduce 
muscle strength or reflex activity.’ 


REFERENCES: 1. Carpenter, E. B.: Southern M. J.51:627, 
1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 
W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 
and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 
78:531, 1958. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Ethical Pharmaceuticals of Merit since 1878 


Fiber of skeletal muscle in spasm ee 4 
i 
j 
Park® 
Plumb * 
TOTALS 
’ 


AMES 


CLINICAL BRIEFS 4 
FOR MODERN PRACTICE a3 | Oy over 40 years old 


Selection of patients. Stable, maturity-onset diabetes usually responds 


better than juvenile (labile or brittle) diabetes.’ “...the successful use 
of these drugs is limited to the milder category of diabetic patients 
whose onset is after the age of forty and who take less than 40 (more 
often 20) units of insulin daily.”? 

Source: (1) Cromack, W.; Einspruch, B. C.; Shelburne, S. A., and Spier, C. J.: 
New Physician 7:27, (Oct.) 1958. (2) Krall, L. P; Bradley, R. F, and White, P: 
J. Michigan M. Soc. 57:1422, (Oct.) 1958. 


to evaluate response to oral antidiabetic agents, 
“it is recommended that the urine be tested for glucose 


and acetone at least twice daily...” 
Diessner, W. H.: J. Kentucky M. A. 56:980, 1958. 


for glycosuria... for ketonuria... 


COLOR-CALIBRATED 


CLINITEST ACETEST 


established “plus” system covers _ specific for ketone bodies 

clinically significant range, includes —reliably detects both acetone AMES 

critical readings of %4% (++) and and acetoacetic acid COMPANY, INC 
€ oh 


1% (+++) needed for effective Terente Coneds 
control 


J.A.M.A., April 25, 1959 


The 
Medical 
Bureau 


900 North Michigan Avenue Chicago 


ADMINISTRATION: (AAI5) pet dir, 750-bed hosp; 
00; large city, Cal 

ANESTHESIOLOGY: (B65) Board or elig to head dept. 

250-bed gen hosp; coli & univ town, New Eng; $20- 


$25 

FOREIGN: (BB47) Radiologi thologist; foreign cf 
erations, major indus. co; Sof. bd gen. hosp., JCAH 
excel, salary (Fed. tax free). family mtce. 

GENERAL PRACTICE: (F47) Gen & indus, goeiet, in 
surg; 20-man group; univ & resort town; SW; $12,- 
000. (F48) Newly estab, 6-man GP clinic including 
indus. & insurance pract; city 60,000, Florida. (F49) 
For 3-man group; $1000 mo. Ist yr, $1200 2nd, then 
%; town of 10,000 on Pacific Ocean, Calif. (F50) 12- 
man group, oppor become full partner without invest: 
hy sal $11,500-$15,000; MW. (F51) Ass’n, 5-man 

; Ige univ city, SE; new office bidg; $1200 mo; 

Sortner ae yr: Georgia. (F52) Pref. some exp in 
OB é. ; 5-man group; one of largest towns, Alas- 


ka 
INDUSTRIAL MEDICINE: (C16) Plant phys, ass't to 
Med Dir ws in Co., East; $9-$12, 

INTERNAL M DICINE: (H25) With int in raion: 15- 
man group, all cert or elig, with expan prog; city of 
75,000, So. Calif. (H26) Ass'n, 5-man group; Indi- 
ana city near Chicago. (H27) ‘Ass'n Board internist 
well estab suburb on L. I. near NYC: partner oppor- 
(H28) Ass’n, 7-man diag group limiting pract int 
med ; interesting oppor; So. 

NEUROSURGERY: (131) Board or elig; ass’n well estab 
Board NS- city 200,000, Tex; partner oppor. 

OBSTETRICS-GYNECOLOGY: (J75) Ass'n, indus group; 
oe $1500 mo, also oppor priv pract; West. (176) 
© estab priv pract in bidg of cert ob-gyn; will 
receive his practice, other referrals; fast 
growing city, al. 

ORTHOPEDICS: ras Head dept, 20-man group; city, 
million pop . 2 med. schools. 

PATHOLOGY: (L28) Dir. dept, "400-bed hosp; liberal 
contract; $20-$30,000; near Chicago. 

(M40) Ass'n, new 350- bed hosp, outside 

M41) Cert or elig, for ass’n expanding group, 
Cait: locum tenens for 3 summer months; 


$a 

PHYSICAL PME DICINE: (YY3) Cert or elig, with adm 
eneer direct 5-yr program ; oppor teaching & research, 

jocal_med schools, also priv pract; $15, East. 

RADIOLOGY: (R80) 200-bed new hosp; pref exper in 
teaching prog, Interns & residents; mle. $25,000 first 
yr; city of 75, 

STUDENT HEALTH: “~Ti2) Organize med prog, 2500 
students; Calif license req; salary to $1150, peed 
quails; near LA. 

SURGEON: (U58) Gen surg to assoc with several special- 
ists, drawinn power, 30,000; $1000 mo until estab; 
Calif. (U59) Ass’n 4-man group; new Hill-Burton 
hosp, 70 beds; town 7,000 near State capital, S; 


$20,000. 
y Med dir, 70-bed TB San; $17,- 
500-$20,000 ; 


Please send for our Analysis Form. 


Burneice Larson oirector 


GENERALIST—FOR SMALL OFFICE PRACTICE IN 
Bake isfield, California; ideal for older man desiring 
semi-retirement in desert climate; no investment. Write 
L. O. Carpenter MD, 910 Baker Street, Bakersfield, 
California, Cc 


| WANTED--GENERAL PRACTICE ASSOCIATE UNDER 


forty; with no military obligations; $1000 a month; 
first 6 monthis ; terms tailored to applicants desires 
thereafte send full particulars; including photo in 
first lette f. A. Elders, MD, Cuba, Mo. c 
WANTED — A PHYSICIAN FOR GRAND RIDGE, 
Florida; town will assist in expenses of getting located ; 
nearest doctor eleven miles away ; finest fishing ; Ocheesee 
and Seminole lake Town of Grand Ridge, Florida, Grand 
Ridge, Florida. Cc 


| OPHTHALMOLOGIST—UNIVERSITY TRAINED; CER- 


tified; preferably academic affiliation; mature and ex- 
erienced: to head division; midwest group of 17 Certi- 
hed members in various specialties; salary open. Send 
full particulars to: Box 7981 C, % AMA. 


| PLANNING TO RELOCATE? FOR SALE; NINE ROOM 


(Continued from page 188) | UNIVERSITY HEALTH PHYSICIAN POSITION | 
| available July 1; male doctor preferred; excellent diag- 
WANTED — LUCRATIVE WESTERN INDIANA GEN- nostic and therapeutic facilities; excellent growth and 
eral medical and surgical practice needs another well | advancement potential; Cleveland-Akron male whags | to: 
State ni- 


qualified MD to share load; new offices with good hos- Director, University Health Service, Kent 
versity, Kent, Ohio. 


pital lactlities immediately available; good hunting and 
ishing; excellent country eR present MD 46 years of 


age; AAGP. Box 8023 C, AMA. WANTED: DOCTOR—TO LOCATE IN MODERN CITY 
| of 1,000 in Red River Valley of North Dakota; fine 

GENERAL PRACTICE FOR SALE—MARYLAND; ES- clinic bldg. ; financial help available with other induce- 
tablished 10 years; well equipped office; complete files; ments. HH, M Nash, See'y., Community Medical Center, 
low rent; gross over $25,000 last three years; hospital Hatton, North Dskota. Cc 


facilities for obstetrics, surgery; good location semi - 


rural area; practitioner over 35 best suited. Reply: 
A 


‘SE PHYSICIAN — COMMENCE DUTY JULY 
Box 7996 


32 bed general hospital; minimum salary $500 

| per month; Pennsylvania license required. Write: Chair- 

ORTHOPEDIST, CALIFORNIA — SEVEN DOCTOR man, Resident-Intern Committee, St. Joseph's Hospital, 

group; coast; adjacent to beautiful residential section; Lancaster, Pennsylvania c 
salary; ear expense; malpractice; after one year profit 


| 


house; ideal office and residence in prosperous growing 
northern C hicago suburb of Barrington; edge of business 
district amp'¢ community without obstetrician. 
Write: Box 7980 C, MA 


| WANTED —-YOUNG ORL MAN; BOARD ELIGIBLE OR 


certified to join: as head of department; well established 
man mixed group with university affiliation; salary 
plus percentage; early partnership. The Buckhead 
Clinic, 3451 Peachtree Road N.E., Atlanta, Georgia. © 


PHYSICIAN WANTED—GENERALIST; LOCATE IN 
small town; will turn over large obstetric practice to 
qualified doctor; nothing for sale; doctor desires semi 
retirement; 20 minutes to open staff hospital. Dr. nr 
sey, Mulberry, Arkansas. 

WANTED--OBSTETRICIAN-GYNECOLOGIST; ESTAB- 
lished 14 man group in Indiana needs third man in 
department ; pee Qualified or eligible; salary open 
above $12,000 ; excellent future practicing with well 
trained men. Box 8006 C, % AMA 


| ANESTHESIOLOGIST UPPER MIDWEST CITY OF 


sharing; health insurance and full month vacation; GENERAL PRACTITIONER — YOUNG AND WELL | 


William Stanford, Continental Medical Bureau, Agency, | trained to join active mixed group of 6 physicians; no 
510 W. 6th Street, Los Angeles 14, Cc obstetrics or surgery required; 35 miles from Chicago; 
| $10,000 first year with bonus; early partnership. Box 

ORTHOPEDIC SURGEON; BOARD CERTIFIED OR 7995 C, % AMA, 


qualified; to head department in well established 17 | 

physician group in north midwestern college town of | WANTED—ASSOCIATE IN EXCELLENT GENERAL 

50,000; new building; salary range $15,000 to $18,000; medical and surgical practice in county seat town west- 

early partnership; send complete details. Box 8007 C; resent associate likes this practice but 
A. 


8022 C, % AMA. 


WANTED — OTOLARYNGOLOGIST; BOARD CERTI- 


fied or qualified; excellent offer in fine Massachusetts OPHTHALMOLOGIST — TO TAKE OVER A WELL | 


community. Write details including any ae in established, active, high quality practice; e 
mobilization and tympanoplas to: Box 8024 ¢ AMA tion in Portland, Oregon. Box 7974 C, % 


tter; h d wins; finances open. Box | 


100,000; vaeation and outdoor sports area; join Board 
Anesthesiologist; fee for service basis in new 450 bec 
hospital; excellent surgical staff; guaranteed income 
first year then partnership. Box 7881 C, % AMA. 
WANTED—YOUNG PHYSICIAN ; INDUSTRIAL PHAR- 
maceutical and chemical companies and hospitals; psy- 


chiatrists, anesthesiologists, Medical Personnel Agency, 
c 


7 East 42nd St., New York, New York. 
PHYSICIAN-—-NEW YORK LICENSE TO WORK WITH 
Coeor in busy private prgctice in Jamaica, Long Island, 
New York. Box 7987 C, fA. 


(Continued on page 192) 
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PRURITUS ANI 
treated ORALLY with 


_Borcherdt’s 


SOUP EXTRACT 


(MALTSUPEX) | 


shows good results. We would like to 
send you the recently published paper 
by Dr. Louis H. Brooks who says, 


“It was found that administration of 
Malt Soup Extract in dosages of one or 
two tablespoonfuls twice daily produced 
favorable results. Within two or three days 
after beginning this simple regimen, the 
itching and burning usually disappeared. 
Frequently there was prompt remission of 
symptoms which was followed by improve- 
ment in the condition of the tissue of the 
anal canal and the perianal skin.””* 


What Malt Soup Extract is. It’s a non-diastatic 
barley malt extract, neutralized with potassium 
carbonate. 

How Malt Soup Extract works. It works by 
restoring the normal acid condition in the lower 
tract and by promoting the growth and develop- 
ment of aciduric bacteria. 

How soon can results be expected? The itching 
and burning will usually disappear in about three 
days, while the healing of the perianal skin is 
usually complete in about three weeks. 

What is the usual effective dose? Two table- 
spoonfuls, twice a day (heaping if powder) is the 
usual effective dose which can be reduced as symp- 
toms disappear. (Allow for carbohydrate content 
when treating diabetics). 

What forms are available? Two forms are to be 
found in most drug stores coast to coast—the 
original liquid and the newer, popular powder. 
Both are sold under the name: MALT SOUP EX- 
TRACT (Maltsupex). 

What sizes are to be had? Both powder and 
liquid come in 8 ounce and 16 ounce bottles. 

* Diseases of the Colon & Rectum, Vol. 1, No. 5, Sept.-Oct. 1958, 


We will be glad to send you 
clinical samples of powder and (or) liquid. 


Borcherdt Company 
217 No. Wolcott Ave., Chicago 12, Illinois 
In Canada: Chemo Drug Co. Ltd., Toronto, Ont. 


| 


Borcherdt Company G&A | 
217 N. Wolcott Ave., Chicago 12, Ill. | 
Gentlemen: Please send me sample of Malt Soup Extract | 
(0 Powder (© Liquid) and literature. 


Address 


City 


TONICS AND SEDATIVES (Continued) 


Anecdotes 
At Las Vexus a doctor was spending all | 
his time watching the poker players. When | 
asked why, he replied, “Well, I have come 
to the conclusion that a good poker player 
is the type that can hold down any kind 
of a job, That’s why I like to watch them.” 
“But, Doc,” 
a good poker player want with a job?” 


A conversation overheard between two 
unhappy husbands is as follows: 
“Does your wife listen to you?” asked one. 


was the reply, “what would | 


“The only time my wife shows the slight- | 


est interest in anything I say,” was the 
reply, “is when I’m talking to another 


” 
woman. 


The following is a quote from a 10-year- 


old boy who was asked to compare romantic | 
| programs on television to rip-roaring West- 


erns, 

“I can’t stand that love stuff,” he said, 
“but I have a system, Whenever my mother 
and father watch one of those pictures with 
a lot of hugging and kissing, I just pretend 


| that the guy is choking the girl.” 


The Insult Gratuitous 


One of the neighbors was unable to con- 
tain her rampant curiosity and strolled over 
to an expectant mother. She asked her 
point-blank whether she was going to have 
a baby. 

“Oh, no,” was the pleasant reply, ‘ 
just carrying this for a friend.” 


I'm 


At a recent civic club meeting, a debate 


| was ranging as to whether a certain sum 


should be sent to a project that might 
operate at a loss. One member rather pomp- 
ously said, “Gentlemen, no matter how 
much good it may do, the plan is unbusi- 
nesslike, and I want to warn you that I 
never remain identified with any organiza- 
tion that operates at a deficit.” 


A little voice from the rear said, “You're | 


still an American citizen, aren’t you?” 


The guest at the party was completely 


| monopolizing the conversation, much to 


| 


the annoyance of the hostess. Finally he 
launched into a story of his harrowing ex- 
periences during the war. “I was torpedoed 
in the Pacific. In fact I lived for a week on 
a can of sardines.” 

“Really,” exclaimed his hostess, 
you afraid of falling off?” 


werent 


(Continued on page 194) 


J.A.M.A., April 25, 1959 
(Continued from page 190) 


PSYCHIATRISTS 


To do research, diagnosis and treat: t in Cali- 
fornia State Hospitals in several locations; to ad- 
minister community mental health clinics and con- 
sult with loco! organizations on mento! health 
services. 


Interviews at APA Convention Booth No. 
77, Philadelphia, April 27-30; in New 
York, Washington, D.C., Boston and Chi- 
cago early in May. 


Pleasant conditions for work and recreation; good 
salaries; excellent retirement plan and other em- 
ployee benefits. California license required be- 
fore appointment. 


For information about interviews in California 


write now to 


Medical Personnel Services 
State Personnel Board 

801 Capitol Avenue, P.F. 
Sacramento 14, California 


PEDIATRICIAN-INTERNIST BOARD QUALIFIED 
or Certified; full or part time for medical group in 
Staten Island; excellent a Teme initial contract 
leading to partnership. Box 7984 C AMA 


GENERAL PRACTITIONER—TO JOIN FIVE MAN 
modern clinic in town; reference requested ~ith 
application; sa! ary per month or 2/3 ares} 
income. Watson C inte: South Dakota 


YOUNG PHYSICIAN LICENSED NEW YORK STATE 
interested in association with a group providing Board 
specialists in all flelds; excellent for fur- 
ther education. Box 7985 C, % AMA 


OPENING FOR OTOLARYNGOLOGIST TO ASSOCIATE 
with established ophthalmologist; excellent salary, ex- 
cellent living conditions in medium sized city southern 
part of New York State. Box 8001 C, % AMA. 


WANTED — YOUNG SURGEON, BOARD ELIGIBLE, 
for exclusive pater: excellent 
for right man. Write: Cornet Clinic, 30 West (4t! 
Street, Chicago Heights, Illinois. Cc 


DOCTORS—-BOY SCOUT CAMP; 
licensed; July and/or August; 
room and board Boy Scouts of 
Street, New York 25, New York, 


PEDIATRICIAN WANTED—TERRIFIC OPPORTU NITY 
for young man to work with pediatrician age 3! 
months, thea take over growing practice in residential 
section of Brooklyn. Box 8013 C, % AMA 


GENERAL PRACTITIONER —TO TAKE OVER LUCRA- 
tive practice northwestern Wisconsin town 8,000; excel- 
lent skiing, hunting, fishing; 2 open hospitals ; ground 
floor office; clean, neat equipment. Box 8015 C, % AMA. 


INTERNIST BOARD ELIGIBLE OR CERTIFIED; 
sub-specialty desired but not necessary; clinic specialty 
group in midwestern university city. Box 7991 C, % 
AMA. 


NEUROSURGEON — BOARD OR BOARD ELIGIBLE; 
to associate with busy young neurosurgeon; salary lead- 
ing to partnership; medical school affiliation. Box 
7994 C, % AMA. 


WANTED OBSTETRICIAN-GYNECOLOGIST WANT- 
ed for medical practice with a large medical group in 
Nassau County, New York. Reply to: Box 8009 C, 


% AMA. 


NEW YORK STATE 
$400- ed month plus 
Amer 33 

Plaza 77-1905. 


PATHOLOGIST — NEW YORK LICENSE; FOR PRI- 
vate hospital; Queens, Long Island, New York. Box 
7986 C, % AMA 


WANTED — FULL TIME INOUSTRIAL PHYSICIAN 
for transportation company; good salary and excellent 
working conditions. Address: Box 8003 C, % AMA. 


THE VETERANS ADMINISTRATION HOSPITAL, 
Downey, Illinois and the Veterans Administration Re- 
search Hospiial, Chicago, in collaboration with North- 
western University, announces a reorganized, inte- 
grated post-graduate training program in_ psychiatry 
approved for Board Certification; the facilities of eight 
participating hospitals and the departments, laborato- 
ries and clinics of the medical school will be fully util- 
ized for comprehensive courses in the neurologic sci- 
ences, basic and clinical psychiatry and psychoanalysis ; 
progressive institutional and out-patient experience with 
supervision in the diagnosis and therapy of all forms of 
behavior disorders in children, adolescents and adults 
makes the three years especially rewarding; other 
advantages offered are a physically attractive locale, a 
scientifically stimulating university environment, en- 
couragement in personal psychoanalytic training, sub- 
specialization and individual research, and rich oppor- 
tunities for professional and academic advancement; 
salary range $3,250 to $9,890. For application forms 
or further information, apply to: Dr. Benjamin Boshes, 
Chairman, Department of Neurology and Psychiatry, 
The Medical School, Northwestern University, 305 
East Chicago Avenue, Chicago 11, Illinois. c 


PHYSICIANS ADMINISTRATIVE POSITIONS; IN- 
ternational chemical and pharmaceutical manufacturer 
has unusual opportunities for physicians who are inter- 
ested in combining medical background with adminis- 
trative responsibilities; openings would utilize medical 
training and experience on a broad scientific level with 
advancement directed toward business management po- 
sitions. Write details including salary desired to: 
Box 7917 C, % 


(Continued on page 196) 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


“ability to decide correctly 

has increased, while the : 

response to anxiety 
has 


(brand of hydroxyzine) 


NORKING AD 


well suite 


“ATARAX appeared to reduce 

anxiely and restlessness, 

improve sleep patterns and 
the child more amenabiec 
tethe development of new 


wient: 


LiVe in 
and 
ifety mekes 


INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 


For childhood 
behavior disorders 


10 mg. 
tablets 


Syrup 


3-6 years, one tablet t.i.d. 


over 6 years, two tablets t.i.d. 


3-6 years, one tsp. t.i.d. 
over 6 years, two tsp. t.i.d. 


Tablets, bottles 

00. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 
multiple-dose vials. . 


For adult tension 
and anxiety 


25 mg. 
table’ 


Syrup 


one tablet q.i.d. 
one tbsp. q.i.d. 


References: 1. J.0., 
et al.: J. Am. 

in press. 2. Freedman, ‘A. Mu: 
Pediat. Clin. North America 
5:573 (Aug.) 1958. 3. Aya, F. J., 


For severe emotional 
disturbances 


100 mg. 
tablets 


one tablet t.i.d. 


Jr.: New York J. Med. 57:1742 
15) 1957. 4. 

H New York J. Med. 


For adult psychiatric 
and emotional 
emergencies 


Parenteral 
Solution 


25-50 mg. (1-2 cc.) intramus- 


cularly, 3-4 times daily, at 
4-hour intervals. Dosage for 
children ad 12 not 
established. 


Ss. 

méd. 64 36) 1956. 
Presented at 
the International Congress of 
Pediatrics, Copenhagen, 
Denmark, July 22-27, 1956. 


Science for the World's 
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TONICS AND SEDATIVES (Continued) 


At a dinner party a hostess, who delighted 
in acting younger than her years, produ 
a family album. “This,” she said coyly hold- 
| ing up a mother-and-child picture, “is my- 
self 28 years ago.” 

The guest examined the photograph and 
asked, “Who’s the baby on your lap?” 


Quotes of the Week 


INCONTINENCE 


> 


Why not go out on a limb? Isn’t that 


D | where the fruit is? 
e 
/ CHLORIDE | A man becomes wise by watching what ae n d U S e d : 


CHLOMES 6.1% happens to him when he isn’t 


OINTMENT 


Speak when you're angry and you'll make 
the best speech you'll ever regret. 


| 
| 


Always behave like a duck—keep calm 
and unruffled on the surface, but paddle 
like the devil underneath. 


« 
The best way out is always through. 


The Poetry Corner 


If all the land were apple-pie, 

And all the sea were ink; 

And all the trees were bread and cheese, b 
What should we do for drink? BURROUGHS WEI 


Tuckahoe, New York 


I am a peevish student, I; 
My star is gone from yonder sky. PLEASE DO NOT ASK for the 
erst names of classified advertisers in 

re the JOURNAL who use box num- 
bers. It is our agreement with these 
How very sad it is to think advertisers that the information will 


Our poor benighted brother 
Should have his head upon one end, not be released. Address your re- 
His feet upon the other. plies or inquiries to the box number 


| given, c/o A.M.A., and they will be 
—D. Dd. | forwarded promptly. 


\ 


“That's really all I could find wrong, Mrs, Parker—but I’m sure 
you'll be able to exaggerate it a bit!” 


HOMEMAKERS PRODUCTS DIV. OF GEO, A. BREON & CO. 
1450 BROADWAY, N. Y. 18, N. Y. 


: DERMATITIS... | OME & CO. (U.S.A.) INC. 
® 
ae 
: 


“MERCK SHARP & DOHME 
DIVISION OF & | 


‘ 
: 
~ 
treats more patients more effectively 
few order of magnitude in corticosteroid effectiveness 
_ A dramatic pattern of good to excellent improvement is reporte: with 
DECADRON in 90 percent of 153 patients: vith acute, | 
\ _ Additional literature is available to phy icians on request. 4 
DECADRON is a trademark of Merck & Co, | | 


J.A.M.A., April 25, 1959 


IN EMPHYSEMA, CHRONIC 
BRONCHITIS and other pul- 


monary disorders, Choledyl effec- 
tively relieves bronchospasm and 
increases vital capacity. After two 
weeks on Choledyl, patients usu- 
ally display a marked reduction 
in wheezing and coughing 
breathing becomes easier. Well- 
tolerated, highly soluble Choledyl 
provides long-term protection in 
patients of all ages. 


CHOLEDYL 


(brand of oxtriphylline) 


betters 
breathing... 
forestalls 

the 

crisis 


MORRIS PLAINS. N. J. 


(Continued from page 192) 


SEEKING POSITION ON WEST "COAST? 
A complete list of ositions avail- 
‘in your or hospital 

be Presented 


-WEST COAST MEDICAL egeney 
821 Market Street, San Francisco 3 


wanted — GENERAL PHYSICIANS; UNDER 35 
of age; full time Boonttal practice; opportunity 

nterest; consultation with specialists avail- 

able in professional care program of 10 Miners Memo- 
rial Hospitals; full time with otartine com- 
——, at the rate of $12,000 per yea Aa 


Vireinia required. 


Director, Miners Memorial Hospital Seckaion. 1427 
Eye Street. N. W., Washington 5, D. C. G 


PHYSICIANS WANTED QUALIFIED PHYSICIANS 
needed to work with psychiatric patients in 2,400 bed 
hospital+ near Chicago; salary range $6,505 to $13,970, 
depending upon qualifications, plus 15% additional if 
Board Certified, not to exceed $16,000; approved three 
year psychiatric residency in collaboration with North- 
western University; citizenship required. Write: Mana- 
ger, Veterans Administration Hospital, Downey, near 
Waukegan, [linois Cc 


WANTED. -PEDIATRICIAN; BOARD CERTIFIED OR 
qualified to become third member of current two man 
department; varied and balanced pediatric 

active teaching program; beautiful rural set- 

salary; vacation; and excellent insurance 
program. Write Morrison, Geisinger Mem- 
orlal Hospital Clinic, Danville, Pennsylvania 


PHYSICIAN WANTED 
duties: Physician for intensive PM 
large Veterans Administration general hospital + 
ated with Ohio State University Medical School; 
Certified Chief and excellent therapy staff; salary 
range $6,505-$13,970 depending on qualifications; also 
vacancy in 3 year PM&R residency. Write: Manager, 
Veterans Administration Center, Dayton, Ohio. Cc 


MEDICAL ORGANIZATION HAS SALARIED POSI- 


PHYSIATRIST PREFERRED; 

bed service in 
affili 
Board 


tion for physician interested in working full time on | 


permanent program of maintaining high standards of 
drug and other product advertising in reputable medi- 
cal journals; some special training in internal medi- 
cine or pharmacology desirable; in tial rooy must in- 
clude summary of personal and m rvyd background as 
well as references. Box 7370 C, % AMA 


OTOLARY NGOLOGIST URGENTLY NEEDED BY 
large southwest clinic group; Board Certified or Eligi- 
ble for third ENT man; city of 175,000, rapidly ex- 
panding. Wire, phone, or write: Homer Reid, Lovelace 
Clinie, Albuquerque, New Mexico. c 


SNERAL PRACTITIONER — CENTRAL NEW YORK 
State; established practice; dairy area; some industry; 
6,000 people radius 8 miles; modern school; good roads ; 
lake: golf; 25 bed community hospital in town; open 
staff, surgical privileges; home office combination, rent, 
purchase, easy terms; no investment; no eee for prac- 
tice; specializing. Box 7939 C, % AMA 


PSYCHIATRIST — AN ATTRACTIVE OPENING EX- 
ists for a Board Certified or eligible doctor to join a 
clinic group in a middle west community; preferred 
age range 30 to 40 years; location is in a clean and 
desirable community of 50,000; substantial salary and 
association status “a be negotiated ; no investment re- 
quired. Box 7943 C, AMA. 


STAFF PHYSICIAN—ACCREDITED HOSPITAL, 219 
heds pulmonary diseases; 30 beds rehabilitation chronic 
iliness; salary range $649 to $817, includes furnished 
modern house for family; experience may qualify for 
second step salary range $686; eligible California li- 
censure. Write: Medical Director, Tular-Kings Coun- 
ties Hospital, Springville, California. Cc 


WANTED—BOARD CERTIFIED ORTHOPEDIC SUR- 
; for full time hospital practice in professional 

care program of the Miners Memorial Hospitals; start- 
ing compensation $20, ,000 -$22 ; Progressive pay scale. 
For details address: The Clinical Director, Miners 
Memorial Hospital “Association, 1427 Eye Street, N. W., 
Washington, D. C. c 


WANTED--INTERNIST FOR A 165 BED GENERAL 
medical and surgical hospital very adequately staffed 
by consultants with excellent laboratory and x-ray serv- 

; four internists on staff at present; in excellent 

« and fishing area; starting salary $9,890 to 
Address: Director, Professional Services, Vet- 

erans Administration C enter, Fort Harrison, Montana. C 


ANESTHESIOLOGIST.-FOR 390 BED VETERANS AD- 
ministration general hospital; citizenship required; sal- 
ary range $6,505 to $15,970 depending upon qualifica- 
tions; plus 15% additional if board certified not to ex- 
ceed $16,000; fringe benefits; board certified or board 
eligible preferred. Write: Manager, Veterans Adminis- 
tration Llospital, Muskogee, Oklahoma. Cc 


PSYCHIATRISTS NEUROLOGISTS; FULL TIME; 
part time; both treatment and examination positions; 
requirements; completion of residency; beginning salary 
$10,000-$14,700 depending on qualifications. 

Varo 210, 128 N. Broad S8St., Philadelphia 2, 
Attention; Chief Neuropsychiatrist, LO 8-0400, 
tension 140. 


HOUSE PHYSICIANS—NEEDED JULY IST; 230 BED 
general hospital; serving suburban and industrial com- 
munities in Pittsburgh metropolitan area; must have 
Pennsylvania license; salary $650 per month; apartment 
le. Write: Administrater. Sewickley Valley 
pital, 


WANTED— PSYCHIATRISTS; 
Certified; under 50 years of ag 
pital 28 miles from Kansas City by turnpike; cost of 
living in area comparably less than elsewhere. Write: 
Director Professional Services, Veterans eeamemicnar 
Consolidated Center, Wadsworth, Kansas. 


BOARD ELIGIBLE OR 
; Deans Committee hos- 


| PSYCHIATRIST — 


situations for 
maceutical. 


NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public _bibrery) 
Specialists in Selection Since 


WANTED—GENERAL PRACTITIONER; UNDER 40; 
interested in internal medicine, to replace partner; well 
established practice, own building, fully equipped of- 
fice; association without obligation on equal partnership 
basis; industrial community ; Illinois; opposite St. 
Louis, Missouri. Box 7971 C, % AMA. 


PEDIATRICIAN—BOARD CERTIFIED OR ELIGIBLE 


to practice with pediatrician in well established = 
man specialty group with own building, erected 1958 
near New York City in expanding suburban northshore 
Long Island town perving pre of 100,000; early part- 
nership, Box 7957 C, % AN 


WANTED—PEDIATRICIAN ; DIPLOMATE OR BOARD 
Eligible with service motive to join group of 10; college 
town, Allegheny foothills; new hospital with cobalt-60 
teletherapy, radioisotope service, educational programs 
in surgery, nursing, laboratory and radiologic technol- 
ogy; early partnership. Box 7908 C, % AMA. 


WANTED—PEDIATRICIAN. AND OTOLARYNGOLO- 
gist to start departments in a twenty member clinic 
with most of the specialties represented; ar and 
new suburban division in large southern ; sala 
for three years then partnership if qualified. ox 792: 
C, % AMA. 


WANTED -- BOARD QUALIFIED INTERNIST WHO 
wishes to build private practice; to share office ex- 
penses with internist and two surgeons, share calls with 
internist; $12,000 guarantee plus percentage; north 
Towa town; 30,000 shopping center for rich farming and 
industrial area. Box 7735 C, % AMA. 


1700 BED NP HOSPITAL WITH 
progressive treatment programs and full supporting staff; 

$9,890 thru $12 2,770 according to training and 
experience; additional 15% allowance if Board Certi- 
fied. Write: Manager, Veterans Administration Hospital, 
Danville, Illinois. Cc 


NTED — INTERNISTS; BOARD CERTIFIED OR 
“Board Eligible if well qualified | also vacancy in pul- 
monary tuberculosis; must United States citizen; 
foreign graduates eligible Ps on approved list. Write: 
Manager, Veterans Administration Center, 
Wadsworth (Leavenworth,) Kansa: c 


(Continued on page 198) 
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trichomonads 
mum of three months, many for as long : 
months. All remained negative 
93.1% “cure” rate using 
strictest criterion— 
negative cultures for 
3 consecutive months 
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WELCH ALLYN 


RECHARGEABLE BATTERY INSERT 
FOR WA LARGE SIZE HANDLES 


This new combination battery and charger slips into your 
present large (WA No. 700) handle. No separate charger 
required. Lasts as long as conventional batteries without 


recharging. 


Recharges automatically when plugged into 110v. AC 
outlet. Can’t overcharge. Can be recharged thousands 


of times. 


No. 719 Rechargeable battery insert for No. 700 handle . . . $15.00 


WELCH 


ALLYN 


] J.A.M.A., April 25, 1959 


PATHOLOGIST —-B0ARD CERTIFIED OR ELIGIBLE; 
to join another in hospital clinical and tissue labora- 

n incom - 
Adential. Box 7679 C, % A paipanctcopbess 


PEDIATRICIAN AND GYNECOLOGIST WANTED FOR 
southern California medical group; full association from 
the start; new building and all new equipment; estab- 
nee practice, Write: Medical Administrator, 1661 East 

El Segundo Boulevard, Hawthorne, California. c 


GENERAL PRACTITIONER — LEAVING FOR RESI- 
dency desires physician to take over practice for two 
years; permanent position a possibility; small Illinois 
community; 40 bed hospital pas begin Octo- 
ber 1, 1959. Box 7635 C, % A 


WANTED — OPHTHALMOLOGIST AND OTOLARYN- 
gologist both Certified or qualified as associates in es- 
tablished eye, ear, nose and throat clinic in south- 
cactern, city of seventy-five thousand. Apply: Box 7918 

AMA 


OPHTHALMOLOGIST—BOARD QUALIFIED OR CER- 
gned to head department in 12 man group in u a 
New York State; active established practice; new 
ital optic‘'an on staff; pars rtnership possible within 
ree years. Box 7896 C, % AMA. 


PEDIATRICIAN—-ASSOCIATION WITH BOARD CER- 
tifi pediatrician, excellent opportunity, guaranteed 
salary; resort town; ideal climate; Las Vegas, Nevada. 
Albert C. Merkin, 2010 East Charleston "I Boulevard, 
Las Vegas, Nevada. c 


OBSTETRICIAN-GYNECOLOGIST UNIVERSITY 
trained, Certified, preferably academic affiliation; ma- 
ture and experienced; to head division; midwest group 
of 17 certified members in various specialties; salary 
open. Send full particulars to: Box 7781 C, % AMA. 


WANTED—PEDIATRICIAN; BOARD CERTIFIED OR 
Qualified to head pediatric department in sixteen man 
specialty group in St. Louis area; salary open; oppor- 
tunity for partnership, Write: Joseph Efron, MD, Medi- 
cal Center of Florissant, Florissant, Missouri. c 


INTERNIST—FORMAL TRAINING REQUIRED; MID- 
west location 20,000 population near large city; five man 
group; complete x-ray and arid facilities; ac- 
credited hospital connections; $12,0¢ gt year; early 
increase and association. Box 7806 ri % AMA 


BOULDER, COLORADO — FULL TIME PHYSICIAN 
wanted; 37 bed hospital; average 25 hospital patients 
per day; average 15 patients per day in clinic; minor 
surgery and obstetrics required; guaranteed 7 $10,- 
800. Boulder County Commissioners, P. O. Box 471. C 

VACANCY EXISTS FOR STAFF PHYSICIAN IN OUT- 
patient clinic; salary range $9,890 to $12,555; attractive 
benefits ; including liberal retirement plan; regular 
hours. Contact: Manager, Veterans Administration Hos- 
pital, Lincoln, Nebraska. c 


PEDIATRICIAN—BOARD ELIGIBLE; FOR MIDWEST 
university post in developmental pediatrics and infant 
neurology in teaching and research; salary and academ- 
on training and experience. Box 


WANTED—PHYSICIANS FOR 2,500 BED STATE HOS- 
pital with active treatment program; salaries $5,700 to 
$13,500; excellent opportunities for advancement. Apply: 
Superintendent, Terrell State Hospital, Terrell, a 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
placements and and medicai proper- 

E. Gree asadena, Cali- 
fornia, and “610 8. Breadway Street, Los Angeles 14, 
California. 


WANTED—GENERAL PRACTITIONER INTERESTED 
in internal medicine; must be under 40 and have In- 
diana license; excellent opportunity in well equipped 
office; no investment needed. Write: DeMotte Clinic, 
DeMotte, Indiana. c 
INTERNIST — UNUSUAL OPPORTUNITY WITH 
large midwest company; creative medi- 
cal writing and clinical research; full curricu- 
all corr . Box 7666 C. 


group in diana secon in department; 
Board qualified starting salary $15,000 
with stable future practicing with well trained men. 
Box 7319 C, % AMA 


WANTED—CERTIFIED OR BOARD ELIGIBLE OB- 


stetrician-gynecologist man to join a group of two who 
have a rapidly expanding practice in the twin cities 
of Minnesota; $12,000 to start; no investment with full 


‘My 


(Continued from page 196) 


INTERNIST UNDER 40 TO JOIN VIGOROUSLY AC- 
tive group of six physicians; no internist in group now; 
complete facilities available for refined medica] man- 
agement; $12,000 plus bonus Ist year; increases each 
with 3rd year; 1 hour from Chicago. 

x 7 Cc, & 


WANTED—BOARD CERTIFIED RADIOLOGIST; FOR 
full time hospital practice in fessional care program 
of the Miners Memorial Hospitals; starting compensa- 
tion rogressive pay scale. For details address: 
The Clinical irector, Miners Memorial Hospital Asso- 
ciation, 1427 Eye Street, N.W., Washington 5, D.C. 


INTERNIST—CERTIFIED OR QUALIFIED AS STAFF 
physician in 386 bed affiliated hospital; citizenship re- 
quired; salary range $9,890 to $14,685; de ding on 
experience or certification. Write: Director, Protession- 
al Services, Veterans Administration Hospital, Des 
Moines, Iowa. Cc 


CERTIFIED PSYCHIATRIST — CERTIFICATION IN 
neurology also preferred; must be American graduate; 
interested in clinical work and helping teach residents; 
three year approved residency; salary to $22,800. Write: 
W. C. Brineger, MD, Supt., Mental Health Institute, 
Cherokee, lowa Cc 


WANTED--ANESTHESIOLOGIST TO JOIN PRESENT 
staff of Connecticut license necessary; Board 
Eligible; pereentage with guaranteed minimum. Reply: 


Tox 7886 C, % AMA 


WANTED--A DOCTOR TO LOCATE IN 8ST. CLAIR, 
Minnesota; a prosperous village of 400 people, addi- 
tional near towrs and rural population exceeding 5,000; 
annual remuneration should equal $25,000 plus. Con- 
tact, G. HH. Hubmer, President, St. Clair Health 
Center, St. Clair, Minnesota. Cc 


WANTED OBSTETRICIAN-GYNECOLOGIST; 
establish own practice; in office with established diplo- 
mate; Philadelphia area; references; training; state 
amount financial help needed for one year; reer C 
ren if satisfactory or partnership, Box 7897 C, 


WANTED ORTHOPEDIC SURGEON—CERTIFIED OR 
Board eligible; for July Ist; position; to associate with 
14 man group in northern Minois : city; new, well 
equipped facilities; excellent opportunity for man de- 
siring permanent location; top salary depending on 

experience and wuattinetione. Box 7832 C, % AMA. 


GENERAL PRACTITIONER INCLUDING OBSTET- 
ries and surgery; excellent hospital facilities; good op- 
portunity for right man; good income; south Florida 
east coast; Florida license required, Box 7914 Cc, % 


GROUP IN PACIFIC NORTHWEST HAS OPENING 
for pediatrician; starting salary for Certified man, 
about $13,000; partnership within two years; For fur- 
ther information, contact: Dr. Peter L. Hurst, Perma- 
nente Clinic, 2606 N. E. Broadway, Portland, Oregon. C 


partnership in five years. Box 7741 C, % AMA. 


WANTED — BOARD ELIGIBLE OR CERTIFIED IN- 
ternist with subspecialty of allergy; rapidly expanding 
group in midwest; association leading to partnership ; 
excellent future ; nothing to buy. Box 7848 C, % AMA. 


WANTED — BOARD ELIGIBLE OR CERTIFIED IN- 
ternist to join staff of fourteen man group in midwest; 
association leading to ane ar excellent future ; 
nothing to buy. Box 7847 % AMA. 


WANTED — INTERNIST WITH CARDIOLOGY SUB- 
q cialty; well established 14 man group in Central 

Florida; desires young Board Certified or eligible mun ; 
full partnership after two years. Box 7804 C, % AMA. 


PEDIATRICIAN—BOARD ELIGIBLE OR CERTIFIED; 
start July Ist, 15 man group; salary, full partnership; 
ear to 18 months small California community, Box 
809 C, % AMA. 


WANTED—ORTHOPEDIST: CERTIFIED OR BOARD 
Eligible; middle sized group in Illinois; salary open; 
early partnership; please give full details of qualifica- 
tions and so forth. oo 7813 C, % AMA 


GENERAL PRACTITIONER — FAMILY PRACTICE; 
obstetrics optional; prosperous industrial section of West 
Virginia ; $30,000 gross; office available. Box 7826 C, 
% AMA. 


EXCELLENT OPPORTUNITY FOR YOUNG MAN IN 
general practice of médicine in Colorado; salary first 
Ae ear of association; desirous the young married man. 
Reply to: Box 7768 C, % AMA 


RADIOLOGIST—FOR WASHINGTON, D. C., PRIVATE 
office and hospital; salary for 1 year; progressive in- 
crease of net to full partnership. Box 7911 C, % AMA. 


ANESTHESIOLOGIST WANTED—FOR CLEVELAND, 
Ohio area; must be board qualified or eligible; salary 


open; early partnership; reply: Box 7901 C, % AMA. 
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ANESTHESIOLOGIST—AMERICAN BOARD ELIGIBLE 
or Certified; for 300 bed general hospital in medical 
center area ‘in southeast; to head department; fee for 
service. Reply: Box 7830 C, % AMA 


WANTED—UROLOGIST TO BECOME ASSOCIATED 
with a full time group, middle Atlantic States; give 
full qualifications and other od in first com- 
munication. Box 7906 C, % AMA 


WANTED—ASSOCIATE, YOUNG; GENERAL PRACTI- 
tioner; rural 35,000; California ‘license; beginning in- 
come adequate, immediate ; no outlay to establish prac- 
tice. Box 7910 C, AMA. 


GENERAL PRACTITIONER OR GENERAL SURGEON 
to take over active practice and complete equipment; 
small investment; immediate possession; northern Ill- 
inois. Box 7913 C, % AMA. 


weet ED — GENERAL PRACTITIONER FOR NEW 

York City suburbs; must be willing to work an honest 

$12,000 base sal plus meresasene for two years then 
partnership. Box 7970 C, % AMA. 


PATHOLOGIST — TO TAKE CHARGE OF DEPART- 
ment; 225 bed hospital in New York State; arrangement 
onan; furnish resume of experience. Box 7973 C, % 


INTERNIST—UNDER 45; IMMEDIATE OPENING IN 
small hospital-clinic in progressive Arizona mining 
community; salary about $900 per month; insurance 
program nets additional $600. Box 7915 C, % AMA. 


WANTED — GENERAL PRACTITIONER FOR VER- 
mont ree located in resort area; fully licensed 23 
»spital; area population 8,000, For details, ad- 

dress: Tox 521, Hardwick, Vermont. Cc} 


GENERAL PRACTICE AVAILABLE IN SMALL NORTH 
Dakota town; financial aid available young man; new 
offices ; furnishings, and equipment. Write: Fordville 
Commercial Club, Fordville, North Dakota. c 


WANTED—ASSOCIATE PATHOLOGIST; EXPANDING 
institution; thirty minutes from Los Angeles ; opportun- 
ity for teaching and research; salary $12,000 to $15,000 
per year. If interested reply to: Box 7944 C, % AM A. 


WANTED—PATHOLOGIST FOR JULY OR AUGUST; 
recently completed training or 4th year resident accept- 
able; 150 bed hospital eastern linois; good salary and 
car supplied. Box 7956 C, % AMA, 


WANTED — INTERNIST BY WELL ESTABLISHED 
clinic in North Dakota; excellent facilities; early full 
partnership; professional and personal data reque: sted in 
reply. Box 7958 C, % AMA. 


WANTED — RADIOLOGIST; 150 BED meerttaL; 
otennted income first year $20,000. Box 7884 C, % 

WANTED — PEDIATRICIAN AND OPHTHALMOLO- 
gist; Board Eligible or Certified to join 9 man group 
in southeast. Write: Box 7862 C, % AMA. 

WANTED — OBSTETRICIAN-GYNECOLOGIST; SAL- 
ary $15,000 per year plus apartment depending on quali- 
fications, Box 7860 C, % AMA. 

WANTED—LICENSED HOUSE PHYSICIAN TO SU- 
pervise emergency room for 185 bed general hospital in 
metropolitan Chicago, Box 7838 C, % AMA 

MD TO DIRECT 4 TB HOSPITALS; 1800 BEDS; 
research eeeoey: business office. Box 286, Talla- 
hassee, Florid Cc 

PEDIATRICIAN—URGENTLY NEEDED BY EXPAND- 
ing group in re — of 25,000; early partner- 
ship. Box 7100 C, % AM 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


PSYCHIATRY RESIDENCY — UNIVERSITY RESI- 
dency affiliated with City-County Hospital, Veterans 
Administration Hospital, State Psychiatric Research 
and Training Institute, Private General Hospital, and 
Child Study Clinic; located in rapidly developing met- 
ropolitan area* in Texas Medical Center, program gives 
basic coverage of entire field of Psychiatry, but flexible 
enough to permit elective and special experience de- 
pending on interests and career plans of the individual 
resident; varied orientation in staff members; strong 
emphasis on research; personal psychoanalysi available 
locally; salary range $4,500-5,700; also 
Veterans Administration Career Program, $ 
For brochure and applications, write: W. T. Lhamon, 
MD, Department of Vsychiatry, Baylor University Col- 
lege of Medicine, Houston, Texas D 


ROTATING: AVAILABLE JULY 1, 1959, 
in approved 500 bed county charity hospital; teaching 
provided by active volunteer visiting staff of over 150 
Board or Board eligible physicians; 1 and 2 bedroom 
furnished apartments available at $10 per month to- 
gether with laundry and 2 meals per day; stipend $250 
per month; malpractice insurance furnished; inquiries 
are invited from foreign students who have shecessfully 
completed the American Medical qualification examina- 
tion given by the Educational Council for foreign medi- 
cal graduates. For information contact: Superintendent, 
San Bernardino County Charity Hospital* +, 780 East 
Gilbert Street, San Bernardino, California. D 


PATHOLOGY—OPENING FOR RESIDENT MARCH 1 
or July 1; comprehensive training program with 4 year 
approval in PA and CP; this center provides four Kaiser 
Foundation Hospitals with very complete lab services, 
with annual volumes of 16,500 surgical specimens, 30,- 
000 cytology smears, ete.; three certified pathologists, 
two with university affiliation; compensation $315 to 
$570 per month. Write: Director of Education, Kaiser 
Foundation Hospital, 280 W. MacArthur Boulevard, 
Oakland 11, California. D 


DTS AVAILABLE—12 MONTHS ROTATING 
general including isotope, electroencephalogram and re- 
search laboratories; salary $250 per month plus full 
maintenance for single interns; some apartments avail- 
able for married interns, A piy y: Chairman, Resident- 
Intern Committee, St. Joseph's Hospital*+, Laneaster, 
Pennsylvania. 
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END BATTERY @ 
REPLACEMENTS 


RECHARGEABLE BATTERY HANDLES 
with desk or wall mounted charger 


@ Always a charged in offic use. Place handles in charger when 
not in use and they recharge automatically. Can’t overcharge. 


@ Last as long as large conventional batteries, without recharging, 
—_ used on house and hospital calls. Can be recharged thousands 
of times. 


@ Handles are small and lightweight, even smaller than WA medium 
(No. 705) handle. 


@ Compact, attractive charger takes only 744” x 4” space on desk, or 
installs on wall bracket. Plugs into 110 v. AC outlet. 


@ Handles have Permafit collar, accept any WA instrument head. 


No.712, 2 rechargeable handles with desk type charger (less instrument heads) $60.00 


WELCH, ALLYN 
“WN 


CALIFORNIA—ONE RESIDENCY IN OBSTETRICS- DERMATOLOGY—SECOND AND THIRD YEAR RESI- 
gynecology, two year approval and one in general sur- dencies integrated teaching program leading to MS or 
gery, two year approval; available July 1, 1959; 400 bed DS degrees from Temple University; $100 per month 
hospital*+ in new multi-million dollar facility in Los with full maintenance. C, F. Burgoon, Medical Director, 
Angeles area; well organized AMA approved training Skin and Cancer Hospital of Philadelphia+, Unit, Dept 
programs supervised by full time director of medical of Dermatology, Temple University b 
education; active teaching services affording wide clini- 
cai experience and ample responsibility; monthly sti- INTERNSHIPS-GEGINNING 
pend $275 plus partial maintenance; graduates of ap- July |, bed modern progressive full service 
proval schools only. Apply to: Box 7814 D, % AMA. general hospital + 30 miles from New York City; spe- 

cial allowances for married interns and children; active 

RESIDENCIES — 250 BED GENERAL HOSPITAL*+; teaching service: 24 weekly specialty clinics. Apply: 
city of 500,009 situated at the foot of the Rocky Moun- Morristown Memorial Hospital, | Madison Ave... 
tains; general surgical residency approved for 3 years; Morristown, New Jersey. Dd 
vacancy for lst year resident; general practice reside ncy 
approved for 2 years, 3 vacancies; internal medicine WANTED—GENERAL PRACTICE RESIDENTS; 150 
residency approved for 1 year, | vacancy; appointments bed general hospital located in beautiful coastal com 
effective July 1, 1959. Robert L. Hawley, MD, Director munity ef 65,000; year round recreational activities; 
of Medical Education, Mercy Hospital, 1619 Milwaukee salary $600 per month; to begin July 1, 1959; must be 
Street, Denver 6, Colorado. D U. 8. citizen. Write to: my iegge San Liis Obispo 

General Hospital, 8an Luis Obispo, California D 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 


of three years psychiatric experience; excellent oppor- ROTATING INTERNSHIPS OF ONE YEAR AVAIL 
tunities for advancement; salary rate $7520-$10,200 able—New wine to be opened this summer bringing 
depending upon applicant's training and experiences ; hospital*+ to 500 beds; new surgery; X-ray; outpatient 
annual increments; nominal deduction for complete departments; stipend $125 per month plus maintenance 
family maintenance; fully approved large eastern mental Methodist Hospital, Peoria, linois. D 
hospital+ with 3 year accredited residence training : 

must for licensure in Connecticut, WANTED RESIDENTS IN PSYCHIATRY; THREE 
Box 7977 D, % AM year approved residencies available; large castern mental 


ANESTHESIOLOGIST_—s25 BED HOSPITAL*«+: EAST hospital + teaching program therapeutic pro- 
ern Pennsylvania; Pennsylvania Weonse  ¢ or eligibility cedures; $5280-$6600, Box 7976 D, % AMA 
required; enlarging $16 guaranteed 
first year. Box 8018 D, (Continued on page 204) 
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for all your 


patients 
starting 
on corticoids 


Kenacort provides these important 
advantages ... excellent 

corticoid activity on a low dosage 
schedule!-3 without edema,!4 
psychic stimulation,!-3 or adverse 
effect on blood pressure;}-3.5 

a low sodium diet is not 
necessary;*:* and gastrointestinal 
disturbances are usually 
negligible.2,.5 Because of these 
benefits, Kenacort starts all 

your patients off right — even your 
“problem” patients, such as 

the obese, the hypertensive, or 
the emotionally disturbed. 
REFERENCES: - 1. Freyberg, R. H.; Berntsen, 
C. A., Jr., and Heliman, L: Arth. & Rheum. 
1:215 (June) 1958. + 2. Sherwood, H., and 
Cooke, R. A.: J. Allergy 28:97 (March) 1957. 
« 3. Shelley, W.B.; Harun, J.S., and Pillsbury, 
D. M.: J.A.M.A. 167:959 (June 21) 1958. 

+ 4, Dubois, E.L.: California Med. 89:195 


(Sept.) 1958. + 5. Hartung, E.F.: J.A.M.A. 
167:973 (June 21) 1958. 


SQUIBB TRIAMCINOLONE 


© 
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for all your 
patients with 
dermatoses* 
requiring 
corticoids 


Kenacort quickly alleviates itching, 
erythema and irritation. Because 

of its enhanced antiallergic, 
anti-inflammatory and antipruritic activity, 
Kenacort has proved effective where 
other steroids have failed. 

Excellent results have been reported in 
treating patients with localized 
neurodermatitis, contact and seborrheic 
dermatitis, alopecia areata, chronic 
eczematous eruptions — including atopy, 
and many cases of psoriasis.3 And, 

as in arthritic and allergic patients, rapid 
clinical improvement is obtained on 

a low dosage schedule?-? without the 
development of edema,!-4 elevated blood 
pressure!-3.5 or psychic stimulation.?? 


*DERMATOSES — a major indication 


SUPPLIED: 

Scored tablets of 1 mg. — Bottles of 50 

Scored tablets of 2 mg. — Bottles of 50 

Scored tablets of 4 mg. — Bottles of 30 and 100 


KENACORT ® 
A SQUIBB TRADEMARK 
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...a time for the natural iron in 
leaner Swift’s Meats for Babies 


When fed to premature infants, meat markedly decreases the tendency toward iron deficiency 
anemia during the first year. Its nutritional values, particularly iron, are utilized at an earlier 


age than has been supposed. 
These were the conclusions drawn from the “Sisson 


Studies” recently completed at the University of Roches- 
ter (N.Y.). 


These newly announced protective values strengthen the 
“Pyramid of Growth,” our symbol which depicts the role 
of meat in infant nutrition. 


And they raise some interesting conjectures as to the 
future of meat in infant 


~ PERSONALITY ITH Wi { 
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reatness 


is rare in any human endeavor. When it appears, 

it may be perceived in various forms—as a work of art, 
a discovery, an idea, or an achievement of scientific 
inquiry. The outward form is incidental, but the 


intrinsic quality is readily recognized.... 


To partake of the quality of greatness, a therapeutic 
preparation must first of all achieve a degree of 
universality ... the cumulative experience of thousands 
of physicians over a period of many years. From 


this experience, then, is born that unhesitating confidence 


which may be summed up in the term a “drug of choice.” 


Gantrisin.... 


GANTRISIN + LIPO GANTRISIN 


ROCHE® GANTRISIN®—brand of sulfisoxazole 


ROCHE LABORATORIES 


eA Division of Hoffmann-LaRoche Inc. 
Nutley 10, N. J. 
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. Lowsley,'0. S. & win, |T. J., Clinical Urology, 
illi i ‘ 975. 
52. Rhoads, P. S.; Billings, 
, Jan, 19, 1952. Womack, c. 


J.A.M.A, 148: 165-1 


J. & Morse, C. W. H., 
Surgeon ho: :177- 180, March 1952. Raabe, 5., Medizinische 9 :282-286, March 
1, 1952. Royce, R. K., Bull. St. Louis M. Soc. 46 :457-458, March 21, 1952. 
McMartin, W. J. & Milam, D. F., J.A.M.A, 148 :1117-1121, March 29, 1952. 
Waisbren, B. A. & Carr, C., Am. J, M. Sc. 223 :418-421, April 1952. Secretan, 
M., Schweiz. med. Wehnschr. 82:345-350, April 5, 1952. Ney, C. & Mark- 
ham, M. J., New York State J. Med. 52:1033-1035, April 15, 1952. Secretan, 
M., Schweiz. med. Wehnschr. 82 :453-456, April 19, 1952. Abruzzi, W. A., 
Tufte M. J. 19:15-20, May 1952. Bourgeois, G. A., Am. J. Surg. 83 671-673, 
May 1952. Carroll, G. & Brennan, R. V., J. Internat. Coll. Surgeons 
17 809-813, June 1952. Lazarus, J. A. & Wood, W. A., Am. Pract. & Digest 
Treat, 3:445-452, June 1952. Raabe, S., Medizinische 9 :271-304, March 1, 
1952. Abstracted in J.A.M.A. 149:712, June 14, 1952. Carroll, CG. & Brennan, 
R. V., J. Urol. 68:88-95, July 1952. Schoonover, F. S., Jr., M. Times 
80 425-430, July 1952. Singer, P. L., Clin, Med. 59:317-320, July 1952. 
Prentiss, R. J.; Mullenix, R. B. & Whisenand, J. M., California Med. 
77:7-11, July 1952. Yow, E. M., J.A.M.A. 149:1184-1188, July 26, 1952. 
Becher, H., Med. Monatsschr. 5 :786-787, Nov. 1951. Flint, L. D., S. Clin, 
North America 3] :681-690, . ., Arizona Med. 
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B.. M. J. Australia 2:107, Ju 
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. Clin. North America 

:61- “West Clin. Soc. 1] :37-45, 
April 1950. Plichet, - April 29, 1950. Bigler, J. A. 
& Thomas, O., Am. Dis. Child. 79 785- May 1950. Howard, F. 
Stanford M. Bull. 8 66-72, May 1950, Anonymous, Southwestern Med. 
31:178, June 1950. Gloor, H. U., Praxis 39 687-689, Aug. 10, 1950. Carroll, 
G.; Allen, H. N. & Flynn, H., Postgrad. Med. 8 :312-316, Oct. 1950. Weir, 
A. B.. Jr., South. M. J. 43 :868-871, Oct. 1950. Hess, E.; Roth, R. B. & 
Kaminsky, A. F., J.A.M.A. 144 2601-605, Oct. 21, 1950. Stewart, B. L. & 
Lash, J. J., J. Urol. 64 801-810, Dec. 1950. McCrea, L. E. & Schneeberg, A., 
J. Internat. Coll. Surgeons 14:721-725, Dec. 1950. Thompson, R. F., South- 
western Med. 3] :403-409, Dec, 1950. Hinman, F., Jr., Ann, West. Med. & 
Surg. 4 :829-833, Dec. 1950. Carroll, G.; Allen, H. N. & Flynn, H., J.A.M.A. 
142 85-86, Jan. 14, 1950, Langemann, H., Schweiz. med, Wchnschr. 80 :78-81, 
Jan. 28, 1950. Birchall, R. & Alexander, J. E., Medicine 29:1-28, Feb. 1950. 
Wilhelm, S. F. & Orkin, L. A., J. Urol. 61:131-139, Jan. 1949. Rhoads, 
P. S.; Svec, F. A. & Rohr, J. H., Quart. Bull. Northwestern Univ. M, School 
23:104-111, Spring 1949. Lazarus, J. A. & Schwarz, L. H., J. Urol. 
61 649-657, March 1949. Schiffrin, M. J., Mod. Hosp. 72:104, 106, 108, 110, 
March 1949. Rhoads, P. S.; 3, Svee, F. A. & Rohr, J. H., Mississippi Valley 
M. J. 71:87-89, May 1949. F. B. & Rutenh eA » Proc. 
Soc. Exper. Biol. & Med. 71 :20-23, May 1949. Rhoads, P. S.; Seen, F. A. 
& Rohr, J. H., Proc. Inst. Med., Chicago 17 :356, June 15, 1949. Brickhouse, 
RB. L.; Lepper, M. H.; Stone, T. E. & Dowling, H. F., Am. J. M. Se. 
218 :133-137, Aug. 1949. Carroll, G.; Allen, H. N. & Flynn, H., Urol. & 
Cutan. Rev. 53 677-683, Nov. 1949. Wilhelm, S. F.; Schloss, W. A.; Orkin, 
L. A.; Seligmann, E. & Wasserman, M., J.A.M.A. 141 :837-839, Nov. 19, 
1949. Herring, A. L., Mississippi Doctor 27 :329-332, Dec. 1949. Thompson, 
H, T., J. Urol. 62 892-899, Dec. 1949. Sarnoff, S. J.; Freedman, M. A. & 
Hyman, A. A., J. Urol. 55:417-427, April 1946. Haines, W. H. & Miceli, S., 
Pennsylvania M. J. 50:1328-1330, Sept. 1947. Narins, L., J. Urol, 59:92-95, 
Jan. 1948. Rodgers, R. S. & Colby, F. H., J. Urol. 59 659-663, April 1948. 
Sarnoff, S. J., Proc. Soc. Exper. Biol. & Med. 68 :23-26, May 1948. Rhoads, 
P. S.; Svee, F. A. & Rohr, J. H., (Proc. Central Soc. Clin. Res., 20th 
Ann. Meet., Chicago, Il!., Oct. 31-Nov. 1, Lab. Clin, Med. 


51. Rhoads, P. S.; Billings, C. E. & Adair, 
. Res., 24th Aan. Meet., Chicago, Ill., 
38 :942, Dec. 1951. R. 


'W. M. & Ro C., North Carolina 
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1956. Bernard, J. A., Southwestern Med. ‘7 88, Feb. 1956. Bayer, H., 
Aerztl. Praxis 8:(29), 1956. Lowsley, O. S. & Kirwin, T. J., Clinical 
Urology, ed. 3, Baltimore, The Williams & Wilkins Company, 1956, vol. 2, 
p. 776. Winer, J. H., California Med. 84:204-205, March 1956. Creevy, 
C. D., Minnesota Med. 39 :281-284, 306, May 1956. Marks, R. G.; Ravich, 
L. & Wilhelm, S. F., J. Urol. 73:179-181, Jan. 1955. Harris, J. A. & Vest, 
S. A., Postgrad. Med. 17:58-65, Jan. 1955. Garvey, F. K. & -Strawcutter, 
H.E., North Carolina M. J, 16 :63-64, Feb. 1955. Carroll, G., J. Urol. 73 609 
612, March 1955. 
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great in pyelonephritis 


and in other urinary and systemic infections 
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| APPROVED RESIDENCY; PATHOLOGIC ANATOMY 
and Clinical Pathology—four year program currently 
six residents; two vacancies for July 1, 1959; permanent 
staff of two board certified Pathologists; MD Hema- 
tologist; chemist; Microbiologist; tec nical staff about 
40; in 1958; 10,868 surgical tissues; 399 autopsies; total 
MEDICINE OR ANY SCIENCE examinations 591,603. Stipend Ist year $4,200, second 

IN $4,500, third $4,800, fourth $5,400. i se in detail 
education and training; apply John Clemmer, MD, 

Bender panereiary Hospitals, 136 st Lake Avenue, 
Albany 8, N. o 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available Veterans Administration Center, 
Dayton, Ohio; 3-4 year program; Citizenship required 
or else graduate of ‘aegrared Canadian or U SA medi- 
cal school; affiliated and supervised by Ohio State Uni- 
versity Medical School; salary $3,250-$4,945 per year; 
approved for benefits under Public Law 550; outstand- 
ing record with Specialty Board signific. antly higher 
than National averages. Apply: Dr. S. Simerman, Chief, 
Medical Service, Veterans Administration Center, + 
Dayton, Ohio. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHIA- 
try; approved three year program; balanced clinical and 
didactic training including psychotherapy and somatic 

? : therapies ; out-patient and child phychiatry; at Veterans 

Administration. State and Menninger Hospitals; affili- 

Detail from engraving of Sir Isaac Newton by E. Scriven. ated with Topeka Institute for psychoanalysis; five year 

appointments combining residency and staff experience 


WANTED — Finger YEAR RESIDENT 1 IN_PA- 
tholegy for Ju » 1959 te of Ss. 
All knowledge is based on measurement. dian Class A medical school; 300 bed. modem. hospital 
And, the usefulness of measurement depends The trim Kompok approval in IA. and C-P.; 2 full time board. patholo. 
on its accuracy. ; Model Bauma- gists ; 2 board consultants ; biochemist; microbiologist ; 
bloodpressure measurement, the need autopsies in 1358: stipend comtag director of 
or accuracy has made the Baumanomete boo or bedside or laboratories, cLaren General Hospita), Flint, Michi- 
the most widely used instrument in the world. | desk-side . . . 
cant comparisons with research ... with the 90 everywhere. 
past... and with the future results of therapy. linn $6. -505 to $9.890 4 ton 
8 residents supervised by four full time Certified 
The Baumanometer is a true, mercury - Protenfona with university affiliations. Write: Director, 
gravity sphygmomanometer. Its operation is ‘a. rofessional Services, Veterans Administration Hospital, 
based on gravity, its performance never 4 
: RESIDENCIES — INTERNAL MEDICINE; 1,300 BED 


varies. No other type of instrument can é ' general hospital+; 3 year; Baylor University College of 
match this standard of accuracy and depend- Medicine includes all under maper- 
TT vision of Board Certified specialists 3,250 to 
ability. The Baumanometer will give life- / . must be graduate of United Btates ox Canadian aeieni 
i j i H school; appointments available for 1960. H. D. Bennett, 
time service se lifetime accuracy re and it MD, Veterans Administration Hospital, Houston, 
is lifetime guaranteed against glass breakage. : Texas. D 
PSYCHIATRIC RESIDENTS—NEW VETERANS AD- 
ministration Hospital+, Sepulveda, California; near 
Los Angeles: affiliated with 3 medical schools; 956 beds ; 
predominantly tee approved 3 years; stipend 
(non-career) $3,250 to $4,165; (career) $6,505 to $9,890; 
must be a citizen. For information write to: Douglas L. 
McCorquodale, MD, Director, Professional Education 
Service, Veterans Administration Hospital, Sepulveda, 
California. D 


STAFF PSYCHIATRISTS AND RESIDENTS—GRACIE 

Re pital in midtown anhattan has complete psychiatric; 

certifies its own accuracy by seturn-— medical and surgical facilities for active treatment of 
all psychiatric disorders ; nts in all categories 

immediately available; first year residents start $4,000. 
Write: Leonard Camnicr, Mb, Director, 420 East 76th 
Street, New York 21, D 


WANTED ~GENERAL HOUSE PHYSICIAN AVAIL- 

959; 312 beds and 36 bassinets; fully 

AH; approved for intern training; sur- 

and pathological residencies; only graduates of 

Saeeed medical schools of United States and ¢ — 
will be considered; salary plus maintenance. App 

The Administrator, The Williamsport Hospital +, 

Williamsport, Pennsylvania. D 


++ everyone respects the pursuit of accuracy NING FOR A FIRST YEAR RESIDENT FOR 


, or January, 1960; fully approved for 3 


als 

use the residency in diagnosis and therapy ; 400 bed 

hospitai* +; modern, completely air- -conditioned depart - 

— including cobalt therapy, angiocardiography, iso- 


WwW. A. BAUM co. INC. pes, ete.; stipend and fellowship. Write: Dr. Robert 
The Long Island ze Hospital, 340 | 


L. 


Copiague, Long Island, New York Street, Brooklyn 1, New Yo 
RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
<A. thee Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively rogram in 1,300 bed general hospital; sfiilated with 
Saylor University College of Medicine, Texas Medical 
Center; complete training in diagnosis, therapy, includ- 
ing supervoltage, and radioisotopes; 
citizens or graduate of U. 8S. or Canadia medical 
schoois. Manager, Veterans Administration Hospital+, 
Houston, Texas, D 


| OBSTETRICS AND GYNECOLOGY RESIDENCY—NEW 
year program TET one year general surgery 


inue ANTED-—-PATHOLOGY RESIDENT; 250 BED GEN- available July 1, 1959; 785 bed general hospital almost 
from page hospital, Pacific northwest; close association with 5,000 delivers good stipe — 
wy thologist certified in clinical pathology and patho- for married residents; full maintenance; write rector, 
anatomy; also with chemist and bacteriologist ; Miami Valley Hospital, 1 Wyoming Street, payin. 
for foreign interns who have spent | year in this coun- ag in all branches includ ng eo 
tissues, 200 autopsies and 150,000 clinical tests an- | ROTATING INTERNSHIPS APPROVED: AVAILABLE 
nually; training in AMA approved school required or | immediate! bospital active 
APPROVED ROTATING INTERNSHIPS, 1959 TO 1960 applicant must have passed AMA Intern Qualifying | member exc a Th Hucuniys stipend $200.00 per month 
in 196 bed ge meral hospital; stipend $200 monthly; full Examination; attractive outdoor recreational facilities able to speak Englis Pompe ars at R ve rp In- 
maintenance; active program, Russell Tyler, MD, “Santa include water fishing, hunting and skiing, Suburban "Hospital, $18. North 
Fe Hospital, 610 South St. Louis Street, Los Angeles, salary open. Write: Ted KE. Ludden, a" Sunes, Austin Blyd., Oak Park, Mlinois. D 


California Deaconess Hospital, Spokane, Washin 
RADIOLOGY RESIDENCY — $250 MONTHLY PLUS | APPROVED THREE YEAR RESIDENCIES IN PSY- gp py ate Fe 
maintenance for second year radiology resident; ap- chiatry; new GM&S hospital; well organized teachin ye xperience: 0 portunities for clinical, teaching and 
program under two Board radiologists start program; affiliated with Washin ngton University Schoo! o Bam oy " sitters in hospital and medical college 
j . Write: Box 8021 D, % AMA, full details of Medicine; all types of psychiatric experience repre- oer aahialatae of training. Write: C. M. Landmesser, 
concerning your training. sented, including , Supervi: ised dynamically areata’ psy- MD, Director of Anesthesiology, Albany Medical Cen; 


raDy. Bs Anest 

NEW YORK CITY—RESIDENTS; A PSYCHIATRIC ete. ; app oved training peyohoanalysis available terx+, Albany, New York. 
service in general hospital wit u me director of training is a member o — DIN 
training ‘programa; all ‘pers al with the imerican Psychoanalytic Association; attractive Calif i 
ative, located in the Greenwich Village section of New _ brogram available; citizenship re- ll fou oval pathology and 
York City; physical plant modern, up-to-date, recently Kamin i Gru 2 Tull "time pathologists; 
beds ration 1959; Write: Dr. D. A. DeSanto, 


constructed; this general hospital consists of 830 July 1, liberal salary. 
| Pathologist, Merey Hospital, San Diego 8, Caisfornia. 1 
New York University-Bellevue Medical Ce enter; resi- AND 2 YEAR GENERAL PRACTICE RESIDENCIES; > 
dencies available at Ist and 8rd year levels. For further 1 year residencies in general surgery; available July 1, ee per 
information, write: The Administrator, St. Vincent's 1959; graduates U. S. and Canadian medical schools; od gg 3 D. % AMA Ces wee 
of the City of New York, 153 W. 11 monthly salary $440; housing AMA approved. Apply: am. BOX 69% . 

New York 11, Applications now being accepted Chief of Professional Services, General Hospital, River- 

for training year starting July 1, 1960. D side County, Arlington, California. D 


(Continued on page 206) 
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Medrol 


hits the disease, but spares the patient 


Upjohn 


The Upjohn Company 
*Trademark for methylprednisolone, Upjohn Kalamazoo, Michigan 
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VARIDASt 


Streptohinase-Streptodornase Lederle 


(Continued from page 204) 


GENERAL ONE YEAR ROTATING RES- 
idency starting July 1, 1959 in accredited 174 bed gen- 
eral hospital; attractive mountain, seaside, resort city; 
United States citizenship; one year internship and eli- 
gibility for California license required; salary $560 per 
month, Apply: Director, County Hospital, Santa Cruz, 
California, D 


RESIDENTS 


APPROVED TWO 
minar active teach- 
research oppor- 


ANESTHESIOLOGY RESIDENT 
year basic sciences; cadaver, and 
ing; unusually wide clinical experience; 
tunities; medical school affiliation; unlimited opportu- 
nities on attending staff. Write: Dr Irving M. Pallin, 

Director of Anesthesiology, Jewish Hospital of Brooklyn, 

Brooklyn 38, New D 


555 Prospect Place, 


WANTED--HOUSE PHYSICIANS; 345 BED GENERAL 
hospital*; rotating service; $300 per month plus $50.00 
for living out if married and $25.00 for living out if 
single; physician with knowledge of English language; 
apply immediately for early appointment. Kentucky 
Kaptist Hospital, Louisville, Kentucky, H. L. Dobbs, 
Administrator. D 

— VANDERBILT 

approved 2 year didactic and 
every October, January, 

plus beginning stipend of 

Robbins, =D, 

University 

dD 


ANESTHESIOLOGY RESIDENCY 
University Hospital* + ; 
clinical program; an opening 
April and July; maintenance 
$183 per month. Address: Benjamin H 
Professor of Anesthesiology, Vanderbilt 
School of Medicine, Nashville, Tennessee. 


STRAINS 
SPRAINS: 


| 
| 
| 


e REDUCE INFLAMMATORY 
REACTION...SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 
BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMiD COMPANY 
Peari River, New York 

*Reg. U.S. Pat. Off. 


UROLOGY RESIDENCY—BECAUSE OF UNEXPECTED 
vacancy for July; applications are currently being con- 
sidered for appointment to the first (general surgery) 
year of our approved 4 year program; no pyramid; a 
be licensed or eligible for license in Illinois. If in 
ested apply to Medical Director, Michael Reese Hos 
pital*+, Chicago 16. D 


APPROVED THREE YEAR RESIDENCY IN INTER- 
nal medicine; available July |, 1959; 500 bed municipal 
admissions; 120,000 clinic 
yearly; applicants of 
be considered; adequate 
Kansas City 


hospital*+ having 14, 

and 45,000 emergency visits 
approved medical schools wil 
Apply: Administrator, 
Hospital, Rates City, Missouri. 


APPROVED ROTATING INTERNSHIPS — 485 BED 
general hospital associated with medical school; excel- 
lent teaching program; approved for complete residency 
Gaining a medicine, surgery, obstetrics and gynecol- 
“ey, radiology, pathology, and anesthe sslology; salary 

75; of approved or EC FMG 

fication only. Box 7836 D, % 


RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
cette Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. 


PEDIATRIC RESIDENCY 
versity hospital in midwest; starting July 1, 
citizenship required, Box 7900 AMA. 


STATE UNI- 
1959; U. 8. 


J.A.M.A., April 25, 1959 


POSITION AVAILABLE FOR APPROVED ROTATING 
internship: 400 bed general hospital* +; extensive teach- 
ing prostess approved residency ; $250 per month, main- 

5 ring expenses for married interns. In- 
of Medical Education, Providence 
fospital, Seattle, Washington. D 


WANTED—FOR JULY 1ST FOR SOUTHERN HOS- 
pital two junior assistant residents for fully approved 
four year surgical program with rotation through sur- 
gical ely applicants from appreved schools de- 

pginning stipend $2,400 increasing to $3,600 for 
fourth year; full maintenance. Bex 7898 D, % AMA. 


PROCTOLOGY RESIDENCY—-MEDICAL SCHOOL HOS- 


pital; two year residency in colon and rectal surgery; 
applicant preferred who is board rey 4 in general 
surgery; write: Dr. M. R. Hill, C.M.E. School of 
Medicine, 1720 Brooklyn Ave., Los “inal les 33, Cali- 
fornia. 

PATHOLOGY RESIDENCY — APPROVED 250 BED 
hospital in Brockton, Massachusetts ; miles from 


one day a week spent in Boston at teaching 
$250.00 per month pius maintenance; contact: 
Pathology, Brockton Hospital, Brockton, 
D 


Boston; 
hospital; 
of 
Mas: 


PSYCHIATRIC RESIDENTS — NEW PLAN PAYING 
$41, fering three years fully approved gy in 
a tric ears 

supervised experience; open only to vraduates of ap- 

proved medical colleges. Box 7905 D. % AMA. 


1 YEAR ROTATING INTERNSHIPS; AVAILABLE 
uly 1, 1959; graduates U. 8. and Canadian medical 
schools; monthly salary $214; housing AMA approved. 
Apply: Chief of Professional Services, General Hos- 
pital*+, Riverside County, Arlington, California. D 


RESIDENT PHYSICIAN—i00 BED GENERAL HOS- 
pital; near Boston: good salary; apartment for family; 
position available July 1, 1959; must be United States 
citizen or permanent resident. Write: Administrator, 
Symmes Hospital, Arlington 74, Massachusetts. D 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
program in eastern medical school, hospital 1,000 beds; 
$200 first, $225 second, $250 third year, plus full main- 
aes. Reply with ‘all details ‘in first letter. Box 
‘ 


2D, % AMA. 
ANESTHESIA RESIDENCIES—UNIVERSITY OF VER- 


D, Professor of Anesthesiology, University of Vermont. 
College of Medicine, Burlington, Vermont. D 


RESIDENCIES AVAILABLE—IN INTERNAL MEDI- 
cine and obstetrics and gynecology; starting July 1, 
1959; excellent stipend; approved residencies; intern 
quota filled; write: Director of Education, St. John 
Hospital, 22101 Moross Road, Detroit 36, Michigan. dD 


GENERAL PRACTICE RESIDENCY—i03 BED GEN- 
eral hospital JCAH ah gen residential suburb of 
Detroit; first and seco year vacancies; Jul 

Cottage Hospital, 159 Kercheval, Grosse Pointe 

36, Michigan. 


APPROVED RESIDENCY IN PEDIATRICS, JULY 1, 
1959; organized teaching program in a university Cen: 
ter. Contact: Chairman, Department of Pediatrics, 
University of Virginia Hospital*+, Charlottesville, 
Virginia. D 

INTERNSHIPS — | YEAR ROTATING: AVAILABLE 
1, 1959; 192. hed general hospital ; 15200 mouth ; 
ful 

ber of exchange sisitor program ; 

St. Francis Hospital, Poughkeepsie. 


RESIDENT PHYSICIAN—117 BED G 
pital; $300 per month plus maintenance 
uate of AMA approved school; general services; no 
Exchange Visitors; July, 1959. Apply: Administrator, 
The Valley Hospital, Ridgewood, New Jersey. 


SURGICAL RESIDENCY—THIRD YEAR APPROVED; 
opening unexpectedly available starting July 1, 1959; 
503 bed, fully approved general hospital*+, $285 month- 
ly plus room, laundry and uniforms. Apply : Assistant 
Director, Aultman Hospital, Canton 10, D 

OBSTETRICS-GYNECOLOGY THREE R AP- 
proved university associated residency available July 1, 
1959; pre details on application. Write: Box 7899 D; 
% AMA 


RADIOLOGY 


Farms 
D 


mem- 
Poly: Administrator, 
ew York. D 


ENERAL HOS- 
; must be grad- 


RESIDENCY — 600 BED GENERAL 
county hospital fos an, northeast; 3 year accredita- 
tion; start July 1, 1959; educational summary requested. 
Apply: Box 7501 'D, % AMA 

SECOND YEAR RESIDENCY IN OB-GYN. AMA AP- 

‘oved ; voluntary University 
Medical school; compensation $4,680. American Medical 
School graduates write Box 7903 D, % AMA. 


RESIDENCY AND ASS’T RESIDENCY IN OBSTET- 


rics and gynecology. Reply: Superintendent, Gouverneur 
Hospital+, 621 Water Street, New York, Oregon 
83-0200. D 


INTERNS — JULY 1, 1959; APPROVED ROTATING 
jntoreanips in accredited county hospital*. Write: Med- 
Director, Pierce County Hospital, Tacoma, 


LOCUM TENENS WANTED 


WANTED—LOCUM TENENS FROM JULY 15TH TO 
November Ist in general practice in the eastern San 
Gabriel Valley. Write to: Editor, or call ED aie 
after 7:00 p. m., Azusa, California, 


PATHOLOGIST LOCUM TENENS—FOUR MONTHS TO 
one year board certified or lacking only the clinical 
year to work partly with me and partly in my absence 

private laboratory two hospitals: R. H. Chappell, = 
Wadley Bldg. Texarkana, Arkansas, Texas. 


PSYCHIATRIST WANTS JOB THIS SI 
interested permanent association group, institution or 


college health service during academic year; can_help 
out in radiology if needed. Box 33-51i, Miami, 
Florida. G 


LOCUM TENENS WANTED FOR WEST VIRGINIA 
general practice; for 2 to 4 months in June to . a r 
ea 00 per month plus deliveries. Box 7937 G, 


EXTRA MAN WANTED FOR SUMMER MONTHS IN 
resort town in south central Wisconsin. Box 7948 G, 
% AMA. 


(Continued on page 236) 
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apidly providing” 
steroid levels. 


THE FIRST READY-TO-USE, 
SOLUBLE, 


In your bag... ALL-PURPOSE 
ready for use... 


‘ IMMEDIATELY! PARENTERAL STEROID 


INJECTION) HYDELTRASOL J 


(Prednisolone 21-Phosphate) 


ADVANTAGES 

; 1. Immediately effective—dramatic response in minutes 
L 3 2. Ready for use—needs no reconstitution or refrigeration 
3.1n solution—flows readily through a small-bore needle 


SUPPLIED In 2-cc. and 5-cc. vials, each cc. containing 20 mg. 
of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is # trademark of Merck & Co., Inc. 


| MERCK SHARP & DOHME oivision oF MERCK & CO., Inc., Philadelphia 1, Pa. 


% jig — +6 
PHYSICAL TRAUMA- INJECTION HYDE. | BLOOD TRANSFUSION addition to 
ae --—s TRASOL meets the demands of sudden stress ty | therapy in transfusion reactions—INJECTION HYDE 
NGS OF Sugden stress Dy | WMerapy in transrusion lONS—TNJE! J N AYDE 
Deutically s onificant corti-~ ma y 0 2 aaministerec propnylact cally tO 
i 
me 
2 
= 
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for the | 
anginal 


INCREASED CORONARY 


BLOOD FLOW 
with LESS cardiac work 


Medicine 


Vol. 24 + AUGUST 1968 


A CONTROLLED 
CLINICAL STUDY! 


itrogiyeeri 
cerin in n in 
to mederetely 
less than half reduced 


51 33 9 


“Therefore, favorable results were obtained in 93% of 
patients, and over 50% were able to discontinue the use 
of nitroglycerin entirely.””' 


it was demonstrated’ that combining nitroglycerin 
with pentaerythritol tetranitrate ...‘‘speeds the drug action 
and increases its effectiveness.’’ With Penite Tablets the 
positive coronary vasodilation is enhanced by the brady- 
crotic and stress-relieving action of reserpine. With more 
time allowed for ventricular filling, the work load on the 
heart is decreased, and coronary circulation may be 
improved. 


EACH PENITE TABLET CONTAINS: 

Nitroglycerin 

Pentaerythritol tetranitra "10.0 mg. 


DOSAGE: Usually, swallow one tablet before each meal 
and one at bedtime if needed. Clinical supplies on request. 


1. Plotz, M.; Improved Response In Angina Pectoris, Postgrad. Med. 24:189 


(Aug.) 1958, 
Lowila Cake now lathers like soap. Its new 
| luxuriant lather is creamy, more abundant 
. . . more pleasing to patients. It cleans 


TABLETS tender or dermatitic skin with virtually 
CARNRICK | no irritation. Jn bar form. Write for samples. 


G.W. CARNRICK CO., NEWARK 4, NEW JERSEY WESTWOOD PHARMACEUTICALS 
| Buffalo 13, New York 
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A workhorse 


common 
infections 


respiratory infections 


With well-tolerated CycLamycin, you will find it 
possible to control many common infections 
prompt, rapidly and to do so with relative freedom 
from untoward reactions. Cyc.amyein is in- 
dicated in numerous bacterial invasions of 
the respiratory system —lobar pneumonia, 
bronchopneumonia, tracheitis, bronchitis, 
consistently reliable 
sini sepiativetnle and other acute infections. It has been 
blood levels proved effective against a wide range of 
organisms, such as pneumococci, H. influ- 
enzae, streptococci, and many strains of 
staphylococci, including some resistant to 
other “‘mycins.’’ Supplied as Capsules, 125 
and 250 mg., vials of 36; Oral Suspen- 
sion, 125 mg. per 5-cc. teaspoonful, bottles 
of 2 fl. oz. 


minimal 
adverse reactions 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


° . 
4 
Nena” ° 


Conforms to Code 
for Advertising Philadelphia 1, Pa. 
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BRONCHITIS» 
Of 


TERRAMY 


9 COS/ with ghicosamine 


peach flavored, ach favored, — 
125 my, per tea- 200 mgyper 
Spoonful (6 cc.), (5 me. per drop), 
bottl bottle 
calibrated 


ACCELERATE THE 
RECOVERY 


SLU} 
; “Pretty slick . . . calling us out of the waiting room right 
§ away! Fat chance of leaving when you're tired of 


LECERLE waiting looking like t his! 
Reg U.S. Pat orf 


210 
+ 
unexcelled. 

250 
Science for the world's well-being 
3 Division, Chas. Pfizer & “age 
3 
1 
t 
b 
| ~ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 5 


“Leukorrhea and pruritus stopped 
almost immediately; patients reported a 


91 


refreshing iodine-clean feeling? : 


“Vaginal irritation or tenderness due to 
povidone-iodine douche |BETADINE 
Vaginal Douche] was observed only once 


in a series of over 200 cases’ % 


Unsurpassed for broad-range germicidal 

activity... Effective even in the presence of i; 
blood, pus or vaginal secretions... Will not 
stain skin, linen or clothing: color can be 

washed off with water. 


Available: BETADINE Vaginal Douche in 8 oz. bottle. 
More detailed information upon request. 


‘Bonanno, P. J.: Research Report 672-A 


| \ \ established in 1905 
TAILBY-NASON COMPANY, INC. DOVER, DELAWARE 


; 
7 


KNOX GELATINE... 


a positive way 
to strengthen [) 


Nobody ever died of brittle fingernails. That’s not to say that 
this all too common feminine problem has not caused mucli 
patient distress and even some professional perplexity. 


Happily a new prognosis is possible for better than seven out of 
ten women with brittle fingernails. One to three envelopes of 
Knox Gelatine a day for three months restore strength in 
approximately 80% of patients. ':?:3:4 Improvement is usually 
apparent in 30 days. % 


Adequate intake of Knox Gelatine (min. 1 envelope—7 Gm. or 

120 grains per day) is absolutely essential to produce the desired 
result which is correction of the brittle nail defect. If you 

would like to examine at first hand the clinical research establishing 
this use of Knox Gelatine, just use the coupon below. 


KNOX GELATINE COMPANY 


Professional Service Department, Johnstown, N.Y. 


please send reprints of the following articles: i 
1. Rosenberg, S., Oster, K.A., Kallos, A. and Burroughs, W.: 4 
A.M.A. Arch. Dermat. 76:330, September 1957. 
| 2. Schwimmer, M. and Mulinos, M.G.: Antibiot. Med. & Clin. c 
Therapy 4:403, July 1957. a 
3. Rosenberg, S. and Oster, K.A.: Conn. State Med. J. 19:171, ee 
March 1955. ee 

4. Tyson, T.L.: J. invest. Dermat. 14:323, May 1950. 7 
YOUR NAME AND ADDRESS 
before Knox after Knox ug 

JA4259 © 1959 Knox Gelatine Co, 
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To Insure Prompt, 


Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
apository form — insures 
ntle bowel 


evacuation 


Works cxclusively by contact — 
system 


ts on the large 


Is equally effective whether Gam 
ministered orally or by sup- 
pository. 

Dosage: Tablets —1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or ‘2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories -—1 at the time a bowel 
movement is required. 

Supplied: Dulcolax® (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 


Ardsley, New York 
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by either intravenous or 
the increased bodi 


THE FIRST READY-TO-USE, 
SOLUBLE, 

ALL-PURPOSE | 
PARENTERAL STEROID 


YDELTRASOL | 


(Prednisolone 21-Phosphate) 


In your bag... 
ready for use... 
IMMEDIATELY! 


INJECTION: 


ADVANTAGES 
f 1. Immediately effective—dramatic response in minutes 


2. Ready for use—needs no reconstitution or refrigeration 
3. In solution—flows readily through a small-bore needle 


SUPPLIED: In 2-cc. and 5-cc. vials, each cc. containing 20 mg, 4 


of prednisolone 21-phosphate as the di-sodium salt. 
Hydeltrasol is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME pivision oF MERCK & CO., INc., Philadelphia 1, Pa. 


| 
is 
EMERGENCY SURGERY- in patients | SHOCK —in patients in shock without evide 
é 


Adsorption of xin 
100 rig. adsorbent 


When you prescribe POLYMAGMA or POLYMAGMA Plain 
to control diarrhea, you are prescribing adsorptive 
superiority. Both preparations contain Claysorb—a new 
intestinal adsorbent whose superiority over kaolin 

has been demonstrated in exhaustive studies.'::* 


For bacterial diarrhea, POLYMAGMA is bactericidal to 
many intestinal pathogens. It is soothing and protective 
to the irritated mucosa. It aids in the restoration 
of normal intestinal function. Highly effective, 
highly palatable. 


For nonbacterial diarrhea, POLYMAGMA Plain—same 
formula but without antibiotics. 


1. Barr, M., and Arnista, E.S.: J. Am. Pharm. A. (Scient. Ed.) 46:493 (Aug.) 1957. 
2. Barr, M., and Arnista, E.S.: Ibid. 46:486 (Aug.) 1957. 3. Barr, M.: Ibid. 46:490 
(Aug.) 1957. 


Polymagma 


Dihydrostreptomycin Sulfate, Polymyxin B Sulfate, and Pectin with Claysorb* 
(Activated Attapulgite, Wyeth) in Alumina Gel Wyeth 


*Trademark 


Philadelphia 1, Pa. 


This advertisement conforms to the Code for Advertising of the Physicians’ Council for Information on Child Health. 
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a specific treatment fora \ I. P 


your very important patient... 
(and what one isn't!) 


with a very important problem... 
(allergy) 


controlled by a very important product... 


(Polaramine...the newest antihistamine) 


The control of your patient’s allergy is very 
important to her. She expects relief — 
and she can have it with POLARAMINE. 


POLARAMINE — a close approach to a perfect antihistamine — 
virtually eliminates side effects and achieves unexcelled 
therapeutic effectiveness in the management of a wide range 
of seasonal and nonseasonal allergies at lower dosages 
than with other antihistamines. 


POLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: POLARAMINE REPETABS, 6 mg., bottles of 100 and 1000. 
Tablets, 2 mg., bottles of 100 and 1000. k 
Syrup, 2 mg./5cc., bottles of 16 oz. i 


POLARAMINE: 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


SCHERING CORPORATION © Bloomfield, New Jersey 


PO-5-329 
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“T feel like crying all the time... 


in the depressed, unhappy patient 


: PROMPTLY 
IMPROVES 
MOOD 


without excitation 


\ 
a 
1 cant s ae 
« 
i 


\ ACTS FAST TO RELIEVE DEPRESSION 
AND ITS COMMON SYMPTOMS: 


sadness, crying, anorexia, listlessness, irritability, rumination, 
insomnia, tension and anxiety. 


RESTORES NORMAL SLEEP 


without hang-over or depressive aftereffects. Usually eliminates 
neca for sedative-hypnotics. 


EFFICACY AND SAFETY 
CONFIRMED IN OVER 
8,000 DOCUMENTED CASES 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, §@ 
this dose may be gradually increased up to 3 tablets q.i.d. 


Composition: Each light-pink, scored tablet contains 1 mg. 
2-diethylaminoethy! benzilate hydrochloride (benactyzine HCl) > 
and 400 mg. meprobamate, 


References: ~ 
1, Alexander, L.: J.A.M.A. 166:1019, March 1, 1958, f 
2. Current p ! ications; in the files of Wallace Laboratories. } : 


3. Pennington, V.M.: Am. J. Psychiat. 115:250, Sept. 1958. 


for depression... 


® WALLACE LABORATORIES, New Brunswick, N. 7. 
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a logical combination — Raudixin 
enhanced by an entirely new diuretic... Flumethiazide 
thus Squibb offers you great latitude in solving the problem of 


hypertension 


without fear of significant potassium depletion’ 


Rautrax combines Raudixin with flumethiazide—a@ new nonmercurial diuretic — for control of all 
degrees of hypertension. Clinicians report it rapidly eliminates excess extracellular sodium and water 
without potassium depletion.!-3 Potassium loss is minimal.! Moreover, the inclusion of supplemental 
potassium chloride in Rautrax provides added protection against potassium and chloride depletion 

in the long-term management of hypertension. Through this dependable diuretic action of flumethiazide, 
the clinical and subclinical edema —so often associated with cardiovascular disease — is rapidly 
brought under control.25 And once Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal serum electrolyte pattern. Flumethiazide 
also potentiates the antihypertensive action of Raudixin. By this unique dual action, a lower dosage of 
each ingredient effectively maintains well-tolerated antihypertensive therapy with few side effects. 


| SQUIBB ANNOUNCES NEW : 
"4 
| 


RAUTRAX . . . great latitude in solving the 

problem of hypertension 

Prompt antihypertensive effect — 

by the complementary antihypertensive action 

of Raudixin and flumethiazide 

& Minimal potassium loss’ 

# No loss in effectiveness after continued administration 
& No influence on blood urea nitrogen, blood count 

or other hematologic values? 

= Gout, purpura, or allergic reactions not reported 


Squibb Quality — the Priceless Ingredient 


“RAUDIXIN’'® AND ‘RAUTRAX’ ARE SQUIBB TRADEMARKS 


RAUDIXIN 


SQUIBB STANDARDIZED 
WHOLE ROOT RAUWOLFIA SERPENTINA 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


Dosage: 2 to 6 tablets daily in divided 
doses initially; may be adjusted within 
range of 1 to 6 tablets daily in divided 
doses. Note: In hypertensive patients 
already on ganglionic blocking agents, 
veratrum and/or hydralazine, the addi- 
tion of Rautrax necessitates an immedi- 
ate dosage reduction of these agents by 
at least 50%. A similar reduction is nec- 
essary when these agents are added to 
the Rautrax regimen. 

Supply: Capsule-shaped tablets supply- 
ing 50 mg. of Raudixin, 400 mg. of 
flumethiazide, and 400 mg. of potassium 
chloride, bottles of 100. © 

Literature available on request. 
References: 1. Moyer, J.H., and others: Am, J. 
Cardiol. 3:113 (Jan.) 1959. * 2. Bodi, T., and 
others: To be published, Am. J. Cardiol. (April) 
1959. + 3. Fuchs, M., and others: Monographs on 
Therapy 4:43 (April) 1959. + 4. Montero, A.C.; 
Rochelle, J.B., III, and Ford, R.V.: To be pub- 
lished. +5. Rochelle, J.B., Montero, A.C., and 
Ford, R.V.: To be published, 
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DIUPRES -- 
plus other 


require addition 
-of/other anti- 


DES « ANTIHYPERTENSIVE. 
stive by itself in‘a majority of patients with mild or moderate 


greatly improved 
and simplified management 
of | 


hypertension 


D}} DJ} 


DIURIL, WITH RESERPINE 


(<c 


a “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


¢ can be used as total therapy or primary therapy, 
adding other drugs if necessary 

* in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 


should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 


organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 


patient takes one tablet rather than two... 
dosage schedule is easy to follow 


economical 


DI UPRES . 2 5 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 


DI UPRES - 5 0 0 500 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 
One tablet one to three times a day. One tablet one to four times a day. 


@2B MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


© Ano ( ) ane OF MERCK & 6O., INC. 
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EFFECTIVE EVEN AGAINST 


ANTIBIOTIC-RESISTANT STRAINS 


HIGHLY ACTIVE 


@ against most “path- 
ogenic cocci [both 
staphylococci and 
streptococci] regard- 
less of their resistance 
to antibiotics.”” 


@ against pathogens 
common in skin and 
wound infections. 


aariiy injected. 
_ eczematous eruption. 
Secondarily jnfected 
eczematous eruption 


VIRTUALLY 
NONSENSITIZING 


@ in more than 4500 
stringent, closed-patch 
sensitivity tests, the in- 
cidence of allergic re- 
sponse was less than 
2 per cent.* * 

@ in initial clinical 
studies, only 15 of 1014 
patients developed evi- 
dence of skin irritation. 


MINIMAL RESISTANT 
ORGANISMS 


@ laboratory attempts 
to develop Triburon- 
resistant strains pro- 
duced no substantial 
change in organism 
sensitivity.’ 


DURATION 
OF TREATMENT 


Triburon 
3-10 days 


Triburon 
5-14 days 


Triburon 
1-3 weeks 


Triburon 
1-2 weeks 


Triburon-HC 
1-4 weeks 


Triburon 
1-2 weeks 


Triburon-HC 
1-4 weeks 


Chart based on finding of E. Edelson, E. Grunberg and T.V. Morton, Jr. 


PACKAGES: 


WIDE-SPECTRUM 
RAPID-ACTING 

w WELL TOLERATED 
NONSTAINING 

w ODORLESS 


ADVERSE 
REACTIONS 


none 


none 


3 complaints 


1 complaint 
 ofirritation 


Triburon Ointment, 1-oz tubes and jars. 
Triburon-HC Ointment, 5-Gm and 20-Gm tubes. 


REFERENCES: 1. R. J. Schnitzer, E. Grunberg, 
W. F. DeLorenzo and R. E. Bagdon, ta be 
published. 


2. E. Edelson, E. pana | and T. V. Morton, 
Jr., Antibiotics Annual 19: rod New York, 
Medical Encyclopedia, Inc., 1959 


3. R. C. V. Robinson and L. E. Harmon, 
Antibiotics Annual 1958-1959. 

TRIBURON'™: triclobisonium chloride — N,N’-bis[1-methy!-3- 
(2,2,6-trimethylcyclohexy!) propyl]-N, -N’-dimethyl- 1,6-hexane- 
diamine bis Cmethochloride). ROCHE® 


eA) ROCHE LABORATORIES - Division of Hoffmann-La Roche Inc + Nutley 10 » New Jersey 
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DIAGNOSIS AND NO. OF PATIENTS 
‘Impetigo contagiosa (50) 
‘Dermatitis repens ( 
infection 


Esirix 


rothiazide C 
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New diuretic-antihypertensive with 
high degree of activity, low toxicity 


ES 


o> 


Greater activity: Milligram-for-milli- 
gram, Fsidrix is the most active oral 
diuretic known. With a therapeutic effi- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is at least 10 
times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 the dosage 
—or even less. 


Patients unresponsive to chlorothiazide 
and mercurials in certain cases respond 
readily to Esidrix. 


Use in hypertension: Fsidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about eflec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 
hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 


SINGOSERP® (syrosingopine CIBA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 


(hydrochlorothiazide CIBA) 


often can be reduced when they are given 
with Fsidrix. 

Minimum dietary salt restriction: In 
many cases, Esidrix permits some moder- 
ation in severe sodium restriction and 
therefore makes meals more palatable. 
Side effects are usually not severe and 
most of them can be overcome by ad- 
justing the electrolyte balance (through 
dietary supplements), lowering the dose 
or administering the drug after meals. 


Dosage: Fsidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 
Supplied: Tasiets, 25 mg. (pink, 
scored); bottles of 100. 
TABLETS, 50 mg. (yellow, 
scored); bottles of 100. 


CIBA 


2/2677MK SUMMIT, N.J. 
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J.A.M.A., April 25, 1959 


SUD 


by E. K. H. 


A little youngster was left home recently while 
her father and mother took a short Florida 
vacation. 

Before they left, the maid was told to be sure 
to keep the parents informed as to the health of 
their darling. Not too many days later they re- 
ceived a pleasant note assuring them everything 
was just fine at home. Accompanying the note 
was a postscript: 

“Dear Mummy & Daddy: Have fun. Your loving 
son, Wendy.” 

This left them quite puzzled, and, on their 
return home, one of the first things they asked 
the child was why she had signed herself “loving 
son.” 

“Because,” answered the girl reasonably, “I don't 
know how to spell ‘daughter.’ ” 


From the New Yorker comes this delightful tale 
of a suburban grandmother, whose heart leapt in 
amazement one evening when she heard her grand- 
son—a 10-year-old nonintellectual—whistling Men- 
delssohn’s “Spring Song” as he was doing his 
nightly minimum of homework. 

“Where,” she asked in awe, “did you learn that 
music?” 

“Oh, that?” said the boy. “That’s what they 
play on TV when somebody gets bopped on the 
head.” 

e 


George Burns was recuperating from a fall off 
an electric horse in a Hollywood gym. “Darned 
horse was AC,” he said, “and I'm used to DC.” 


Art Ryon credits Dorothy Shay, the Park Ave- 
nue Hillbillie, with this silly: 

A bejewelled movie star, among the last to leave 
the theater after a recent premiere, noticed one 
of the cleaning women staring at her. Suddenly 
there was a cry of “Mother!” and the two women 
rushed toward each other and embraced. 

When the star, tears streaming down her cheeks, 
finally tore herself away and drove off in her limou- 
sine, the cleaning woman turned to her fellow 
workers. 

“You gotta admit it,” she said proudly. “Ma sure 
is a good-looking woman!” 


A burglar crept upstairs quietly but came to a 
sudden halt as a woman’s voice rose shrilly from 
the floor below. 

“What do you mean, I spend too much money 
on clothes? What am I supposed to do—look like 
some old hag? And besides—bla-bla-bla—” 

The burglar carefully tiptoed out of the house 
and rejoined his pal. 

“It’s no use,” he said hopelessly. “I can’t do it. 
It’s too much like robbing my own house!” 

“The recession doesn’t’ worry me,” says Joe E. 

Lewis. “I lost all my money in the boom!” 
e 


Fellow we know, employed by a top television 
executive, reveals the absolute fairness of his boss. 
At a meeting the other day, he put several ideas 
before his staff. 

“All of you who find yourselves in disagree- 
ment with the suggestions I have made,” he an- 
nounced at the finish, “will please signify by saying 
‘I resign.” 


“Guess what happened to me on the way to the hospital.” 
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and there’s a 


BIRUGHT SUDS 


for your patients, too! 


"| know it’s a size 12, but she claims she'll be able to get 
into it in time for her anniversary!”’ 


® 
DEXAMYL Spansule® capsules + Tablets « Elixir 


brand of dextro amphetamine plus amobarbital 


With ‘Dexamyl’ you can help the overweight patient achieve your recommended weight loss 
within a reasonable length of time. For ‘Dexamyl’ not only controls appetite, but also brightens 
mood—thereby helping your patient stick to the diet you have prescribed. 


WG) SMITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 
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On the advice of doctors like you, millions of babies are cared for 

with Ivory Soap. It’s mild enough for a baby’s delicate skin. And Ivory’s 
purity and mildness are guarded with extreme care . . . from selection 

of raw materials right down to the quality of the wrapper. Before a cake 
of Ivory reaches any of your patients, it must pass 233 tests to 

make sure it’s as pure and mild as a soap can be. These are the qualities 
that have earned your trust, and you can be sure Procter & Gamble 

will keep Ivory up to the standard you expect of this fine soap. You can 
recommend Ivory Soap confidently for your baby and adult patients. 


pure®... it floats 


“Wee 
lv S in this babys bath, Doctor! 
oap 1n 1s pDapys Datn, : 
You put the Ivory p 
AIVORY 
ts 


yelonephritis 


“the most important concept is that itis a tubular disease” 


FURADANTIN 


brand of nitrofurantoin 


a most important characteristic: effective at the tubular level 


in each patient: 
2 million reasons 
for considering 
FURADANTIN first 


In addition to simple glomerular filtration, Furapantin is actively excreted by the cells of 
the tubules. A significant and singular characteristic of Furapantin, it is but one reason 
why “the protracted administration of nitrofurantoin [Furapantin] to patients with in- 
eradicable urinary tract infection, particularly chronic pyelonephritis without demonstrable 
obstruction, may usefully complement the medical management of this difficult problem.”* 
Ave'\able as Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 

References: 1. Smith, I. M., and Lenyo, L.: Am. Practitioner 9:78, 1958. 2. Jawetz, E., et al: A.M.A. 
Arch. Int. M. 100:549, 1957. 

NITROFURANS—a unique class of antimicrobials—neither antibiotics nor sulfonamides ol J. 


EATON LABORATORIES, NORWICH, NEW YORK 
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HIS ANXIOUS 


RTENSIVE 
ED SERPASIL 


4 


The patient, L. J.,age 40, carried with him 
throughout the day a burden of worries, doubts 
and fears. 


At time of consultation, his blood pressure was 
180/120 mm. Hg. He was particularly nervous 
about the effect his condition might have on his 
job, his future, his home and family life. 


Thorough physical examination, including EKG, 
renal function, examination of ocular fundi, and 
a test with Regitine® to rule out pheochromocy- 
toma, disclosed nothing of importance. Diagno- 
sis: essential hypertension. Treatment: Serpasil 
0.25 mg. q.i.d. 


With Serpasil, L. J. is 
better able to deal 
with his everyday prob- 
lems. One month after 
starting therapy, his 
blood pressure had de- 
creased to 120/90 
and has remained 
steady on reduced dos- 
age (0.25 mg. b.i.d.). 


PHYSICIAN’S COMMENT: ‘‘In addition to its favorable influence on 
his blood pressure, Serpasil improved this patient’s emotional prob- 
lems. The only side effect has been a slight degree of sleepiness.” 


Your anxious, hypertensive patient needs 
Serpasil because Serpasil not only lowers 
blood pressure but eases the tension and 
agitation that contribute to his hypertension. 


SUPPLIED: Tab/ets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). 
Complimentary supply on request. 


SERPASIL....... 


REGITINE® methanesulfonate (phentolamine methanesulfonate cisa) 
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NOW... 
AROUND-THE-CLOCK 
CONTROL OF APPETITE 


= 


A PROLONGED- ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS’ 
Each ENDURET prolonged-action tablet contains 75 mg. of active principle 

PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


Ardsley, New York 


x 234 

A 
: : 

x 

® 

. 


~Milpath acts quickly to suppress hypermoulity, 
' hypersecretion and spasm, and to allay anxicly and 
' tension. The loginess, dry mouth and blurred vision 
characteristic of some barbiturate-belladonna 
‘:combinations are minima} with Milpath. 

Permala: cach scored tablet containa: meprobamate 00 wg., tridibere 


(formerly supplied the 
1 tablet with meals end 2 tablets at bedtime 
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(one dose every 12 hours) 


for control of 


cardiac arrhyt 


each dose of Quinaglute 
Dura-Tab S.M.” maintains 
uniform plasma levels up 


to 12 hours.’ 
no night dosage needed. 


better absorbed and toler- 
ated than quinidine sulfate. 


an unexcelled quinidine in 
premature contractions, 
auricular tachycardia, flut- 
ter, fibrillation. 


REFER TO 


PAGE 867 


Dosage: For conversion of auricular 
fibrillation to normal sinus rhythm, in 
most cases, 2 Quinagilute Dura-Tab S.M. 
tablets 3 to 4 times a day, for 2 to 3 days. 


For maintenance 1 to 2 tablets every 10 
to 12 hours. 


Supplied: Bottles of 30, 100 and 250. 


samples, reprint and detailed literature. 


WYNN PHARMACAL 


CORPORATION 


5119 West Stiles Street 
Philadelphia 31, Pa. 


H Bellet, S., Finkelstein, D., and Gilmore, H 
AMA. Archives Internal Med. 100.750, 1957. 


*Patent Applied For 


(Continued from page 206) 


SITUATIONS WANTED 


~ SUBSPECIALTY TRAINING IN AP- 
proved gastroenterology program, including excellent 
endoscopic training and gastrointestinal fluoroscopy ; 
DNB; age 30; married; children; military service 
completed ; desires association in urban area with aca- 
demic opportunities. Box 7990 1, % A. 


SURGEON—CHAIRMAN DEPARTMENT OF SURGERY 
Medical School; age 45; Certified Surgery and thoracic 
surgery; desires position as senior surgeon of surgical 
group or clinic; will accept teaching responsibility. Box 

B41 1, % AMA. 


INTERNIST 


RESIDENCY TRAINING 
July; veteran; 1% 
desires association 
interview. Box 


UROLOGIST—COMPLETING 
at large charity hospital; available 
years practical experience; married; 
with urologist or group; available for 
7978 1, % AMA. 

RADIOLOGIST — 83; FAMILY; FACR; CERTIFIED 

diagnosis, therapy, isotopes; university trained ; 2 years 

experience teaching hospital and private office; desires 
location South, Southwest, or West. Box 8060 1, % 

AMA, 


OBSTETRICS-GY NECOLOGY 
at second year level; Board approved; starting July Ist; 
first year at university hospital; U. born; Class 
University graduate 1957, Box 8014 1, % AMA, 


RESIDENCY WANTED 


IF IN NEED OF AMERICAN BOARD SPECIALISTS | 
physician for private practice, | 


to head departments, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. 1 


RADIOLOGIST — BOARD CERTIFIED; DIAGNOSIS 
and therapy; trained in a large eastern university cen- 
ter; desires association leading to partnership, Hox 
8010 I, % AMA. 

PEDIATRICIAN—40; CERTIFIED; FAMILY; UNIVER- 

sity trained; 10 years private practice big city; desire 

small friendly community West or South where, climate 

is decent and pediatrician needed. Box 8012 I, 


UROLOGIST — BOARD ELIGIBLE ACCOMPLISHED 
resectionist; trained in radical surgery; teaching hos- 
pitais; military obligation ‘available mid- 
summer; 32; married. Box 8020 I, MA. 


PSYCHIATRIST—BOARD CERTIFIED; 
sponsible position in state institution; 
nance preferred; special interest: research. 
AMA. 


WISHES RE- 
family mainte- 
Box 7975 1, 


PHYSICIAN—COMPLETING A ONE YEAR ROTATING 
internship wishes position for | year, preferably in 
California ; Ohio licensed; no military obligation, Box 
7998 I, % 


PATHOLOGIST—35; BOARDED; FAMILY: DESIRES 
relocation; hospitai position; solo or association leading 
to partnership. Box 8016 1, % AMA. 


J.A.MLA., April 25, 1959 


SURGEON COLLEGE ELIGIBLE; 47; 
; @Xtensive experience in bronchoesophagology, 
erative urology, operative orthopedics; eight years pre- 
vious general practice; prefer group or association prac- 
tice; one year preceptorship ne ary for eligibility 
American Boards, Minnesota license. Box 7670 I, 
% AMA. 


PATHOLOGIST. 37 YEARS OLD WITIL OUTSTAND- 
ing and exceptionally broad clinical and anatomical 
background seeks relocation only because present situa- 
tion lacks opportunity for advancement; will consider 
other as well as laboratory management. 
Box 7965 1, AMA. 


GENERAL SURGEON--FACS; AGE 39; MARRIED; 
family; background includes general, gynecology, plus 
some orthopedic surgery experience; desires assuciation 
with group or individual; available June. Box 7954 L, 
AMA. 


RADIOLOGIST 
tions; prefers hospital; 
pitals; experienced in 
post-graduate training 
and Rhode Island. Box 785 


ORSTETRICIAN-GYNECOLOG IST 
gible; university trained; family; experienced; ex 
references; desire permanent relocation associa 
clinic, academic where genuine need anywhere, various 
licensure; details first letter. Box 7892 1, % AMA. 


SRSTETOICIAN-BYNECOLOGIST — 33 YEARS OLD; 
arried: university town; Board Eligible; military 
service completed: desires location in Ch.cago 
wee: partnership or solo considered. Box 7730 |, % 


BOARD QUALIFIED; SEEKS POSI- 

trained in large university hos- 

agnosis and therapy; 

licensed Wisconsin 
AMA. 


EQUAL 
vear 
duty; 


BOARD CERTIFIED; 
training in service and private psychiatry; one 
sae general practice; not eligible for service 
prefers qoentgenologs association in private office 
7880 I, % AMA 


RADIOLOGIST 44; 


| head departments, 


WELL TRAINED THORACIC SURGEON AVAILABLE 
Ist; three years’ general surgery; 
o years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, North 
Michigan Avenue, Chicayo. 


AMERICAN 


} AVAILABLE BOARD SPECIALISTS TO 
join “roups, ete.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Tiss write for recommendations. Shay Medical 


Washington, Chicago. 


FLIGIBLE ANESTHESIOLOGISTS; 
seek location to work together; 9 years 
» available two months’ notice; one Oc- 
tober Ist; fee for service. Box 7965 1, % AMA. 


INDU — ‘Sie IAN DESIRES KANSAS CITY 
area; MPH health; now prac- 
ticing industry ; 1ilable immediately; have 
Missouri Box 707 1, % AMA, 


TWO BOARD 
ages 35, 33; 
experience 


DESIRES POSITION 
medicine Los 
ten years general 
MA 


GENERAL PRACTITIONER—S4; 
as company physician or in insurance 
Angeles area; licensed in © alifornia ; 
practice experience. Box 7929 I, A 


PHYSICIAN AVAILABLE 
for vacation coverage 
general 


YOUNG. EXPERIENCED 
from July thru September 1959; 
in hospital, or summer eit or locum tenens; 
practice, Box 7421 1, % 1A 


GENERAL SURGEON ; BOARD CERTIFIED; COM- 
pleting military service; oud like an opportunity for 
private practice. Box 6403 1, % AMA. 


BOARD PEDIATRICIAN Sl; VETERAN; FAMILY; 
California license; desires gos. practice in © alifornia: 
available now. Box 7870 1, MA 


PROFESSIONAL AND TECHNICAL AIDES 


WANTED—TECHNOLOGISTS ane SCIENTISTS 
(i) TECHNOLOGISTS: (a) CHIEF MED TECH: reg'd, 
elig Cal; resp to 2 bath a supy of busy lab; fully 
aperv'd vol pen 7 $5700 min; lovely coastal resort 
city. (b) XRA CH: consult radio; will have sole 
resp for dept, ‘eo bd gen hsp; to $4200; Fla resort 
twn. (c) MED TECH: qual take full chge lab, 50-bd 
gen hsp; to $4800: coll twn 6000; MW. (d) CHIEF 
MED TECH: supv 3 in busy lab, apprv’d 85-bd gen 
nei $4800; N. Engl twn 8000. (e) XRAY 
CH: vol gen hsp 100 bds; apprv’d JC 
30,000; ideal loca, 4 NW. (f) 
3-yr old 150-bd gen hsp; $ . (9) LAB 
& XRAY TECH: JCAH apprv 50-bd gen 
air-cond; sm agr rie twn nr impor univ city; 

ED. H; reg'’d, elig Cal: very ige es cna 
oF abt $4500 ; coastal city 50,000. (i) eg MED 
Cc fil clin; to § 

LOGIST: posi in 


BACTERIOLOG S. to hd 
dept, hsp a to 350 bds; SE coll city. 
(c) BIOCHEMIST: ass’t dept head; 600-bd vol gen 
city 250,000; MidE. (d) BIOCHEM- 

Ph.D. for rsrch posi, univ path dept; 
exp'd tiseus culture. protein chem; to $6500; W. mtn 
state. Woodward Medical Bureau, Ann Woodward, 
Director, 185 N. Wabash, Chicago. L 


central 3 path serv'g in area; to 
$6000 ; M. 


WANTED — LABORATORY TECHNICIANS; REG 
tered or eligible for ASCP registry; for 268 bed general 
hospital; salary dependent on experience and training. 
Write: Pathologist, St. Joseph Hospital, Lorain, Ohio, L 


APPARATUS ETC. FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiographic equipment; available 
at all district offices: United States and Canada; deal 
direetly with factory organization; all sales and services 
personnel factory-trained ; include installation 
and operating instructions. ite to: B-4. General 
Electric Company, X-ray Department, 4855 Electric 
Ave., Milwaukee |, Wisconsin. Q 

ONE MONEL RADIUM NASOPHARYNGEAL APPLI- 
cator with lead oo. $1100; original cost $1225. 

tox 8002 Q, % AMA 


(Continued on page 238) 
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as 
they 
like 


cherrny-flavored 


syrup pediatric drops 


ACHROM YCIN: V 


Tetracycline with Citric Acid Lederle 


“ e broad spectrum control of more than 90 per cent of antibiotic- 
susceptible infections seen in general practice! , 
e fast, high concentrations in body fluids and tissues 
j e excellently tolerated 
e readily miscible in water, juices, formula. 
ACHROMYCIN V: 10 ee. plastic dropper bottle for precise dosage; 100 mg. 
per cc. (20 drops). Dosage: one drop per pound body weight per day. 


ACHROMYCIN V Syrup: Each teaspoonful (5cc.) contains equiv. 125 mg. 
tetracycline HCI. Bottles of 2 and 16 fi. oz. Dosage: at 45 lbs., one teaspoonful 
4 times daily; adjust for other weights. 


1. Based on six-month National Physicians Survey. 
GQatarie) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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GAMULIN* 


Specify Gamulin for prevention or 
modification of measles, infectious 


hepatitis, poliomyelitis, and infections 
related to gamma globulin deficiency; or 
any other condition where the use of 


gamma globulin may be beneficial. 


Gamulin is supplied in 2 cc. and 10 cc. vials. 


*Trademark for Poliomyelitis Immune Globulin (P-M Co, Bio, 172) 


PITMAN-MOORE COMPANY 


a leader in biological research and one of the 
world's major producers of biologicals 


FOR PREVENTION OR MODIFICATION OF 


MEASLES vsreciry 


J.A.M.A., April 25, 1959 


“Well, doctor, I finally persuaded | him to come 
down for a check-up! 


LARGEST 


surplus x-ray equipment in America; all makes and 
models of diagnostic and therapy units ; delivered; in- 
stalled, guaranteed and serviced 
new deferred payment plan and new accessory price 


list: The 


Medical Salvage Co., Inc., 


York 10, 


USED PHYSICIANS HOSPITAL AND LABORATORY 
equipment bought and sold; large stock on hand. Harry 
wore 400 East 59th Street, 


ALABAMA 
sale follo 
$10,000; | 
will turn 


building of 14 rooms; 3 
and lab facilities; air-conditioned 4 bedroom; modern 


house on 
stallinent 
town of 2 
boating ; 

ately at # 


and home “on few years; opportunity of lifetime. 
AMA. 


Box 7837 


ARIZONA 
eastern A 
1958; ine 
new office 
with optic 


CALIFORN 
to retire 


gologist to take over my $90,000 practice on attractive 
terms; guaranteed income until well established to 
responsible party. Phone one 42-606 evenings, or The 


Maxwell 
Santa An 


CALIFORNIA — PRACTICE FOR SALE; VERY AT- 
tractive general practice central California ; growing 
community; 12,000 population; 6 general practitioners 


only; oper 


own building; 1958 gross $50,000; closed 2 months on 


account 


7470 P, % AMA. 


(Continued from page 236) 
STOCK OF USED-RECONDITIONED AND 


yrite for details of 


Kramer X-Ray © omaneny, inc., formerly 
Street, New 
New York. Q 


ew York City 22, nay | 


PRACTICES FOR SALE 


UNOPPOSED GENERAL PRACTICE FOR 
wing completion of 1 year's associateship at 
eaving June, 1960, to specialize after 15 yrs. 

over large practice; air-conditioned clinic 
3 hospital beds; complete X-ray 


large estate; small down payment; rest in in- 
from practice; yearly gross $70,000; southern 
.000 in rich rural area; good fishing; hunting; 
right man or partnership can start immedi- 
ood salary and then own clinic; large practice 


ACTIVE GENERAL PRACTICE, SOUTH- 
rizona; town 2,500 with drawing area of 7,500 
ludes, 100 MA x-ray, EKG, diathermy, in 
building; open staff hospital; ‘will sell or lease 
m to buy. Box 7923 P, % AMA 


1A—SOUTHERN; EENT PRACTICE; WANT 
and will assist ophthalmologist or otolaryn- 


Eye and Ear 


nic, 1718 N. Main Street, 
a, California, P 


n staff hospital one block; 17 room equipped 


f sickness; retiring for health reasons. Box 


CALIFORNIA — FOR SALE; DECEASED FAMILY 5 


doctor's 
suites; M 


reasonable rent, For particulars, write: T. J. Nette- 


koven, 30. 
fornia, 


CALIFORNIA—LOS ANGELES; GENERAL PRACTICE 
$52,000 gross; could gross $60,000-$70,000; open staff 
hospital; $5,000 down; $500 monthly 48 months; spe- 


clalizing; 


CALIFORNIA—LOS ANGELES SUBURB; GENERAL 
practice; gross $90,000; $5.000 down; $1,000 monthly 


48 months ; 


now. Box 7889 % 


stablished practice over 14 years; attractive 
ontana Avenue, Santa Monica, California; 


3 California Avenue, Santa Monica, Cal. 


available now. Box 7888 P, % AMA. 


open staff hospital: specializing ; available 
A. 


are there pamphlets 
on particular subjects 
you would like your 

patients to read 


By taking advanta: 
cial Introductory 

tial savings can be made in 
organizing the business side of 
your practice. WRITE for Intro- 
ductory Offer Information today. 


COLWELL PUBLISHING CO. 
236 UNIVERSITY AVE. 


write for the 


free catalog 


AMA PUBLICATIONS ABOUT 


YOUR HEALTH 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn 10, Ul. 


SPECIAL INTRODUCTORY OFFER 
fo doctors just starting 
ian practice! 


e of our Spe- 
ler, substan- 


CHAMPAIGN, ILL. 


OHIO — AVAILABLE IMMEDIATELY ; 


CALIFORNIA—SAN DIEGO SUBURB; ESTABLISHED 
general practice or internist; for cost of equipment; 
open terms; open hospital; will paea ee: leaving for 
residency July 1. Box 7926 P, A. 


ILLINOIS — GENERAL PRACTICE; $56,000 GROSS; 
complete equipment in modern low rent office; available 
now; will sacrifice; near Chicago. Box 7912 P, % AMA 


INDIANA — $95,000 GROSS; GENERAL PRACTICE; 
midwest town of 70,000; leaving to specialize; one or 
two men to come in and take over eight room office and 
practice; no down payment, Box 7983 P, % AMA. 


INDIANA—GENERAL PRACTICE GROSSING OVER 
$40,000 in town of 5,000; Approved open hospital 
near; home-office; drugs; and equipment available if 
at will introduce; June Ist. Box 7720 P, % 


MASSACHUSETTS — PEDIATRICIAN; os. 
em coastal town; making $40,000 annually; large mod- 
ernized home and office pilus practice 
$30,000. Write: Box 8004 P, % AMA. 


OTOLARY NGOLOGIST—BOARD ELIGIBLE; WANTED 
to take over excellent unopposed practice; records and 
equipment available without investment; associate with 
Board Ophthalmologist. Theo, Gill, MD, 310 Medical 
Arts, Albert Lea, Minnesota. 4 


NEW JERSEY—PEDIATRIC PRACTICE; WITH AS- 
cending income for sale in Red Bank, New Jersey; high 
income residential community; leaving private practice; 
introduction, modern equipment and records; in new 
professional culling: ideal for beginning pediatrician. 
Box 7982 P, AMA. 


NEW JERSEY — SOUTHERN; WELL ESTABLISHED 
general practice; office and home combination suitable 
for large family in ideal suburban community near 
Philadelphia; drugs and equipment; grossing $27,000 
with sensible hours; obstetrics easily added; leaving to 
specialize. Box 7953 P, % AMA. 


NEW JERSEY—METROPOLITAN AREA; INDUSTRIAL 
and residential; home-office combined including office 
equipment and furnishings; lot 5x100, center of town; 
reasonable, retiring, Box 7928 P, % AMA. 


NEW YORK — HIGHLY REGARDED BUSY YOUNG 
physician’s general practice made available by sudden 
death; established 18 years; office-home with separate 
seg ee well-equipped office; local hospital; upper 
New York State; progressive community, population 
5,000, drawing area 15,000, summer and winter resort. 
Box 8008 P, % AMA. 


NEW YORK—X-R AY. DIAGNOSTIC AND X-RAY 
therapy; grossing $35,000 per year; New ba eg 
oe 


vicinity; professional puilding. Write: Box 
Y AMA. 


GENERAL 
practice in Huntsville, Ohio, Logan County : office and 
home available; previous owner now specializing. Con- 
tact: Douglas W. Beach, 1008 North Main Street, Belle- 
fontaine, Ohio. Pr 


(Continued on page 240) 
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Cowening of blood pressure for the hypertenswe 
patient wth Butiserpine® 
—its /ow content of reserpine (0.1 mg. per tablet or tea- 
spoonful) helps to control blood pressure, usually without 
side effects, and its 15 mg. of BuTIsOL sop1uM® butabar- 
bital sodium induces calmness, reduces tension. 


Tablets — Elixir —Prestabs® Butiserpine R-A (Repeat Action Tablets), 
McNEIL 


McNEII LABORATORIES, INC, 
Philadelphia 32, Pa. 


| 
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New diuretic-antihypertensive 
at least 10 times more active 
than chlorothiazide... 


for edema and hypertension 


(hydrochlorothiazide CIBA) 


a product of CIBA research, 


For details, turn to full report from CIBA. 


(Continued from page 238) 


FOR SALE; SMALL 
gross over $40,000 
Box 


- GENERAL PRACTICE 

six hospitals within 20 miles; 

capital not necessary; leaving to specialize. 
AMA. 


OHLO 
town 
ve 


PENNSYLVANIA — OPPORTUNITY FOR GENERAL 
practitioner—town of 3,000 in Lancaster County ur- 
gently needs general practitioner; fully equipped office 
available including diathermy, x-ray, ete. ; complete pa- 
tient records; will sacrifice for replacement cost of 
equipment alone, Contact: r., MD, Mar- 
jetta, Pennsylvania, 4 


SOUTH CAROLINA—UNOPPOSED GENERAL PRAC- 
tiee; high per capita income town 3,000; $40,000 up 
88 potential: modern, 13 room, equi; ped office build- 
sell, ease reasonably ; specializing duly 
P, 9 LA 


TEXAS 
$30,000; excellent office and laboratory facilities; 
time teaching opportunity; available inimediately. 
7961 P, MA. 


part 


GENERAL OR PEDIATRIC PRAC- 
tice grossing $45,000; population town 12,000; drawing 
area 20,000; modern 50 bed hospital; purchase new 
equipment; rent modern office; hunting, fishing, 
sports; will introduce; leave records; reasonable terms; 
cash Unnecessary ; leaving tor residency July, 1959. Box 
7834 LA. 


WASHINGTON 


FOR RENT 


NEW MEDICAL DENTAL CLINIC FILLING UP RAP- 
idly; present tenants, an obstetrician-gynecologist, a 
surgeon; # general dentist, and an orthodontist; space 
available for only one general practitioner and one 
pediatrician, or another specialty; if you are interested 
in locating in a high income, rapidly growing, 
wressive area, with almost immediate practice, 
Rullding Manager, Suite =1, Burien Center 
Seattle 66, Washington. 


DOCTOR'S SUITE LN DOCTORS’ BUILD- 
Independence, Missouri ; 
conditioning; furnished to serve two doctors ; excellent 
opportunity for general practice or specialty. Call or 
write: Mrs. Russell D. Etzenhouser, 1317 West 
College, Independence, Missouri, litton 2.9199. T 


FOR RENT 
ing, 317 West Kansas, 


CALIFORNIA BAKERSFIELD; WELL EQUIPPED 
office of deceased general practitioner; convenient to 
hospitals; well established practice; x-ray; reasonable 
rent; laboratory; practice includes surgery and obstet- 
ries. Mrs. H. A. Bishop, 1905 Le May Ave., Bakersfield, 
California, T 


SPACE AVAILABLE AUGUST 1ST IN AIR CONDI- 
tioned building; 1103 Mt. Vernon Ave., Columbus, Ohio, 
for dentist; will TT any other professional man. 
R. Earl Bland, MD, 3 Mt. Vernon Ave., Columbus, 
Ohio; Clearbrook 3-7 T 


box 


PEDIATRIC PRACTICE GROSSING OVER | 


water | 


pro- | 

write to: 

Arcade, | 


air | 


Don‘t miss it . . . the leading 


medical 


meeting of the year 


A.M.A. Annual Meeting in Atlantic 
City, June 8-12, 1959 


TECKLAS now “‘on duty” in all 50 STATES 


REQUIRE NO IRONING 
yet can “’take”’ public laun- 
dering. 48’’ long; open full 
length. And they’re O.K. for 
X-ray. 
COUPON WILL SAVE YOUR TIME 


TECKLA GARMENT CO. 
. ©. Box 863, Worcester 1, Mass. 


Gentlemen: Please send the quantities of 
TECKLA KRINKLE KIMONAS indicated 


below. Send C.0.D.__or Postpaid__ 


COLOR BUST | QUANTITY 
of TIES] measure] wanted 


BLUE 42" 
WHITE | 52” 
60” 


ADDRESS 


pays postage on CASH orders-~-~ 


| 


-ONE STORY, MODERN AIR-CONDI- 
tioned medical suites; in expanding southern California 
community; ample parking, 5 minutes from large open 
staff hospital. Write: S. J. Oftedal, MD, 1177 N. Park 
Avenue, Pomona, California. = 


FOR RENT—OFFICES IN EXCELLENT DOWNTOWN 
Napa location; elevator; ideal for obstetrician-gyne- 
cologist; general practitioner, ete.; adequate parking 
area. Apply: Seam Gordon, 11530 First Street, Napa, 
California. Phone: Baldwin 6-5067. y 


LOS ANGELES SUBURB-—ONE SUITE AVAILABLE 
in modern medical building with EENT, pediatrician 
and pharmacy; excellent opportunity for dermatologist, 
urologist, general practitioner, other. Knoll, 9678 E. 
Las Tunas, Temple City, California. - 


SHERWOOD MEDICAL CENTER, gy OND UNIT; 10 
suites under construction; ready July , 1959; first unit 
fully leased including pharmacy and Ak. popu- 
lation 111,000; MDs 60: brochure available. 9602 Orange 
Avenue, Anaheim, California. 


FOR LEASE—NEW MODERN MEDICAL BUILDING; 
3 suites and 1 co-op; x-ray, and laboratory suite: 
planned for 3 man partnership in same field of prac- 
tice; music, intercom, air-conditioning. Write: J. A. 
Marlo, 113 E. Valley Blvd., E) Monte, California. T 


CRANFORD, NEW JERSEY—TWO SUITES AVAIL- 
able in residential area; new building; off street park- 
ing. Medical Surgical Building, 214 Walnut Avenue, 
Br 6-0009, T 


NOW LEASING 


REAL ESTATE FOR SALE 


$50 MONTH RENTAL WILL GET YOU 725 SQ. FOOT 
suite in new medical building San Francisco Bay area 
California; general Peectener and specialists urgently 
needed, Box 8019 - & AMA. 


CALIFORNIA 
vidual air conditioned suite 
i ; choice corner with ample off street parking 
residential shopping center. Carlton Wood, 16199 
Hillvale Ave , Los Gatos, California. x 


MEDICAL OFFICE FOR SALE—WITH REASONABLE 
down payment; has housed doctor's offices for a number 
attached. Rocky Mountain area. 

X % AM: 


LEASING; INDI- 
one story medical 


- NOW 
; new 


SAN JOSE, 


RADIUM 


-FOR ALL MEDICAL PURPOSES; BOUGHT, 
owned directly by physician- 
Radium 


RADIUM— 
sold, radium applicators, 
radiologist. Quincy X-ray 
Quincey, Hlinois. 


MEDICAL WRITING 


MEDICAL MANUSCRIPT EDITING SERVICE—NON- 
commercial; manuscripts over 5,000 words not accepted. 
American Medical Writers’ Association, WCU Building, 
Quincey, 
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Quaker Oats and Mother’s 

Oats, the two brands of oat- 

meal offered by The Quaker 

Oats Company, are identical. 
a Both brands are available in 

the Quick (cooks in one min- 

ute) and the Old-Fashioned 
} varieties which are of equal 
} nutrient value. 


The Quaker Oats @mpany 


Jatmeal Protein 


The pattern of essential amino acids in food protein is the criterion of 
quality by which biological effectiveness is measured. The efficient 
conversion of ingested protein to tissue protein depends on the con- 
comitant presence of all needed amino acids in proper amounts and 


proportions at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the amount of pro- 


tein it provides. The quality of its protein is good—the distribution 
pattern of essential amino acids of the protein afforded by the oatmeal- 
and-milk serving resembles remarkably closely the pattern required 


by man. 


(Values on Basis of Tryptophan as Unity) 


Trypto- | Phenyl- | | Threo- | | Methio- | | 
Lysine nine’ | Valine | nine Leucine cine 

Essential Amino Acids | 
Pattern in Quaker Oats 1.0 3.8 4.2 2.9 4.7 1.4 6.4 4.3 
Breakfast Dish* (1) 
Essential Amino Acids | 
Pattern Required by 1.0 44 oe bk Ret 82 4.4 4.4 2.8 
Male Adults (2) | 


*Prepared from 1 oz. Quaker Oatmeal (dry) and 4 fl. oz. whole milk. 


Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 
Dish* with Pattern of Essential Amino Acids Required by Male Adults 


(1) Estimated from values in “‘Amino Acid Content of Foods’’, Home Economics Research Report No. 4, 


U.S. Dept. Agr., 1957, pp. 48, 58. 
(Quaker Oats protein = 16.7%) 


(2) Staff Report: “Rose Reports Human Amino Acid Requirements”, Chem. Eng. News 27:1364 (1949). 


Oatmeal is also noted for its significant content of B vitamins and 
minerals important to physiologic needs. Its delicious taste and easy 
digestibility further qualify oatmeal as an ideal “habit food” for every 


day’s breakfast. 
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BONADOXIN Tablets relieve nausea and vom- ve 

iting of pregnancy in 9 out of 10,'? often 

within a few hours. 

A controlled study of 620 cases reported 

AS that BONADOXIN is exceptionally well tol- 

car erated. BONADOXIN is rarely soporific. 

As NOTE: BONADOXIN has also been shown highly 

effective in relieving nausea and vomiting as- 

sociated with: anesthesia, radiation sickness, 

Meniere’s syndrome, labyrinthitis, cerebral arte- 

riosclerosis and motion sickness. ¥ 

Each tiny pink-and-blue BONADOXIN tablet 

contains: 

Meclizine HCI (25 mg.) . . . for antivertiginous, 
antinauseant effects. 

Pyridoxine HCI (50 mg.) ... for specific meta- 
bolic replacement. 

DOSAGE: usually one tablet at bedtime. Severe 

cases may require another dose on arising. es: 

SUPPLIED: tiny pink-and-blue tablets, bottles of 

25 and 100. Fruit-flavored, clear green syrup 

in 30 cc. dropper bottles. ; 

Infant colic? BONADOXIN DROPS are antispas- ag 

modic...stops colic in 84% of cases.8-!0 

Each cc. contains: 

Meclizine dihydrochloride ....... 8.33 mg. 


Pyridoxine hydrochloride ........ 16.67 mg. 
Dosage: 

under6 months  0.5cc. 

6 months to 2 or 3 times 
2 years 1.5 to 2 cc. 
2 to 6 years 3 cc. fruit juice 
adults and or water 


children over6 1 tsp. (5 cc.) 


References: 1. Goldsmith, J. W.: Minnesota Med. 
40:99 (Feb.) 1957. 2. eee, H. H., et al.: Clin. 
Med. 2: ry (Sept.) 1955. 3. Weinberg, A., and Werner, is 
W. E. F.: Am. Pract. & Digest Treat. 6:580 (April we 
1955. 4. Crawley, C. R.: West. J. Surg. 8:463 (Aug. ie 
1956. 5. Tartikoff, G.: Clin. Med. 3:223 (March) 1955. & 
6. Dunn, R. D., and Fox, L. P.: Clinical exhibit. 7. te 
Codling, J. W., and Lowden, R. J.: Northwest Med. ; 
57:331 (March) 1958. 8. Dougan, H. T.: Personal com- 


munication. 9. Leonard, C. L.: Personal communica- 4 
tion. 10. Steinberg, C. L.: Personal communication, 


ORNING 
SICKNESS 


mew York 17, N. Y. 
Chas. Pfizer & Co., inc. 
Science for the World's Well-Being 
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for anticoagulant-induced 
ypoprothrombinemia 


‘Mephyton’ 


vitamin K 
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",...haS a more prompt, more potent and more prolonged 
effect than the vitamin K analogues....Its 
reliability in treating undue hypoprothrombinemia 
from anticoagulant therapy is of particular 
importance. [Mephyton] can be depended on to 
reverse anticoagulant-induced hypoprothrombinemia 
to safe levels whether bleeding is only potential 
or actually has occurred." 

Council on Drugs: New and Nonofficial Drugs, 
Philadelphia, J. B. Lippincott Co., 1958, p. 620. 


"For correction of the anticoagulant effect of the 
coumarin compounds, vitamin Ki is much more 
effective than are the water-soluble preparations 
of menadione.” 


Barker, N. W.: Fundamentals of anticoagulant 
therapy, Minn. Med. 41:252, April 1958. 


For coumarin overdosage, "Vitamin K,, given 
intravenously, in an oil emulsion will act as soon 
as two hours after injection. It is the treatment 
of choice in such conditions." 
Kupfer, H. G., and Kinne, D. R.: Anticoagulants, 
theoretical considerations and laboratory control, 
Virginia M. Monthly 85:230, May 1958. 


*,...I would strongly urge the use of vitamin K,...if an 
antidote is necessary for the hypoprothrombinemia 
produced by the coumarin anticoagulants or 
the indandiones."” 


Meyer, 0. 0.: Use of anticoagulants in the treatment of 
coronary artery disease, Postgrad. Med. 24:110, Aug. 1958. 


chemically identical with naturally-occurring vitamin K, 


— 


Vitamin K, 


Dosage: Orally, to modify anticoagulant effects: 5 to 10 mg. initially; 15 to 25 mg. for more 
vigorous action. Intravenously, for anticoagulant-induced bleeding emergencies, 10 to 50 
mg.; may be repeated as indicated by prothrombin time response. (Some clinicians advise 
their patients to keep a supply of tablets on hand at all times; if gross bleeding occurs. 
the patients are instructed to take 10 mg. and phone the doctor.) 


Supplied: Tablets, 5 mg.; bottles of 100. Emulsion, each 1-cc. ampul contains 50 mg.; boxes of 6 ampuls. 
MEPHYTON is a trademark of Merck & Co., Inc. 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Dress rehearsal 


The scene looks ordinary—a patient, a physician’s office. But there is a difference. 

Here, under rigidly controlled and guarded conditions, a child with a history f 
of rheumatic fever is taking part in mass trials of a promising new drug— 

not yet available for prescription. 


The observer at the left is Edward F. Roberts, M.D., Ph.D., a physician in the ! 
service of physicians. As Director of Clinical Investigation for Wyeth, he has called 

on the clinician for facts. Has the compound protected this patient and others 

in the series from rheumatic activation? Is the drug suitable for long-term use? 

What are the reports on untoward reactions? 


Whatever he learns, Dr. Roberts is certain of this: Before a compound becomes a 
prescription drug, it must prove itself in many such trials throughout the country. 


Right now, Dr. Roberts can turn to an abundance of facts revealed by laboratory and 
animal investigation. He knows the results of extensive studies by scientists in the 
Wyeth Institute for Medical Research. He has their reports on animal 

pharmacology and toxicology. He knows what was learned there about the prolonged 
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antistreptococcal activity of the compound. But he also knows that no drug can 
serve medical practice on in vitro and animal evidence alone. Actual use in selected 
human patients is indispensable. 


These clinical trials have already provided Dr. Roberts with encouraging clues. 
His guarded comment is, “‘Wait for the full results.’”” Afterward other requirements 
must be met before the agent is ready for the profession. It is a matter of law 

that no house can market a drug until all the findings have been reviewed by 

the Food and Drug Administration of the Federal government. But even after 
marketing, the studies will not stop. Like the other physicians of Wyeth’s Medical 
Division, Dr. Roberts continuously explores new areas of use as an obligation 

to medical practice. 


The purpose of clinical trials is to surround pharmaceutical discoveries with 
experience and every safeguard. In doing this, Dr. Roberts’ efforts and those of his 
associates, at Wyeth, in medical practice, in government, lead to better and safer 
drugs at the service of physicians. 


Wyeth 


® 
Philadelphia 1, Pa, 
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THE CHICAGO MEDICAL SOCIETY 


Announces Postgraduate Courses to be held at the 
Morrison Hotel in Chicago 


OBSTETRICS and GYNECOLOGY 
October 26—30, 1959 


PEDIATRICS 
November 2—6, 1959 


Both courses open to physicians in good 
standing in their local medical societies. 


Fee $75.00 each course 


Committee on Postgraduate Medical Education, Chicago Medical 
Society, 86 East Randolph Street, Chicago 1, Illinois 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistant-Residency in Obstetrics to graduates of Class 
A medical schools who have completed a one-year general internship. 
Residents in obstetrics and gynecology are chosen from this group. 


AMERICAN BOARD CREDIT 
Room, board and $75.00 monthly allowance. 
1336 Newberry Avenue Chicago 8, Illinois 


Cook County 
Graduate School of Medicine 


INTENSIVE POSTGRADUATE COURSES 
STARTING DATES—SUMMER & FALL, 1959 


SURGERY 
Surgical Technic Two Weeks, June | \ 
Surgery of Colon and Rectum One Week, June | 
Basic Principles in General Surgery... Two Weeks, August 3 
Fractures & Traumatic Surgery Two Weeks, June 15 
Femoral Arteriography & Aortography Four Days, June 9 
Blood Vessel Surgery One Week, June 22 
Surgery of the Hand One Week, July 13 
Thoracic Surgery One Week, June 22 
Gallbladder Surgery & Surgery of Hernia June 1 & June 4 
Proctoscopy & Sigmoidoscopy One Week, June 8 


GYNECOLOGY 
Office & Operative Gynecology Two Weeks, June 15 
Vaginal Approach to Pelvic Surgery One Week, June 8 


MEDICINE 
Hematology One Week, May 25 
Board of Internal Medicine Review Course 
(For Part I! Candidates Only) One Week, May 25 
(For Part | Candidates) One Week, September 14 
Gastroscopy & Gastroenterology Two Weeks, September 14 
Advanced Electrocardiography One Week, June 22 


PEDIATRICS 
Neuromuscular Diseases Two Weeks, June 15 


TEACHING FACULTY— 
ATTENDING STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR 
707 South Wood Street Chicago 12, Illinois 


the new 


AMA NEWS 


next issue May 4 


PHILADELPHIA 6, PA. 
FOR TWO DECAD 


ETHICAL PHARMACEUTICALS ano SUPPLIES 


WRITE FOR COMPLETE CATALOG 


The Willows Maternity 


Sanitarium, Inc. 


Since 1905 

agen ethical services for expectant moth- 
ciou: " recreation grounds. Patients ac- 
ny time. Early entrance Cty Adop- 

tions through Juvenile Court. Rat 

to — needs. Complete Medi- 


MRS. DON HAWORTH, Supt. 
2927 Main eee Kansas chy 8, Mo. Tel. Westport 1-2104 


RADIUM 


Radium and Radon for 
all Medical Purposes 


LATEST TYPES OF PROTECTIVE AND 
HANDLING EQUIPMENT 


ASK FOR CATALOGUE 


RADIUM CHEMICAL CO., Inc. 


161 East 42nd Street 
NEW YORK 17, N. Y. 


249 
: 
| 
| 
Oo re) O 
r 
= 
PHYSICIANS' DRUG & SUPPLY CO. 


Two new freedoms for the modern woman 


“The menstrual function should entail no worthwhile discom- 
fort and no interference with the normal activities.”! “The 
chief virtue of the tampon is that it gives complete freedom.’’”2 


Freedom of action. “Tampons have the advantage of being wholly 
internal and much more comfortable than wearing a pad or a 
napkin.’ And Tampax can cause no perineal irritation or chafing 
—even for the most active woman. 


Freedom from fear. Absorptive powers of Tampax® have proved 
so effective ‘that women wnase menstrual periods were normal 
could wear (Tampax) ithe entire period.”* Knowing the 
Tampax 22-year clinical record fom safety, the profession rec- 
ommends it widely, todree. Women from,the physical and psy- 
chical hazards menarche to menopause, 
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‘Perazil’ relieves the symptoms of sneezing, 
“incessant” itching, inflamed eyes, rhinorrhea, 
itching eyes, nose and throat, associated with: 


e HAY FEVER e VASOMOTOR RHINITIS 
POLLENOSIS e ALLERGIC DERMATITIS 
« PRURITUS e DRUG SENSITIVITY 


e URTICARIA 


‘Perazil’ is both prompt and prolonged in effect, 
providing symptomatic relief lasting 12 to 24 
hours from a single dose without the high inci- 
dence of drowsiness occurring with certain anti- 
histamines. When drowsiness does occur it is 
generally mild and the usual precautions should 
be observed. No toxic effects related to either 
the blood-forming organs or the cardiovascular 
system are produced. 


DOSAGE 


Adults and children over 8 years, 50 mg. once or twice 
daily as required. The dose may be increased in severe 
cases. 


Children from 2 to 8 years, 25 mg. (one sugar-coated 
tablet) once daily. — 


Infants up to 2 years, 124% mg. (one quarter of a 50 mg. 
tablet) crushed and mixed with a spoonful of jam or 


syrup. 
*‘PERAZIL’® brand Chlorcyclizine Hydrochloride 


Tablets of: 
25 mg., sugar-coated, bottles of 100 and 1000 
50 mg., scored, bottles of 100 and 1000 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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allergy 
sufferers 


Novahistine works better than antihistamines alone 


Stuffy, runny noses...swollen, weepy eyes 
are more effectively relieved with Novahistine. The 
distinctly additive action of the vasoconstrictor 
and antihistamine combined in Novahistine re- 
lieves allergic symptoms more effectively than 
either drug alone. 


one dose of 2 tablets for day-long or night-long relief. 
Each long-acting tablet contains Phenylephrine HCI 
20 mg. and Chlorprophenpyridamine maleate 4 mg. 
Bottles of 50 and 250 green, film-coated tablets. 


PITMAN-MOORE COMPANY Division of Allied Lab Ind lis 6, Indiana 


Novahistine | 


*Trademark 
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accelerate convalescence with nutritional therapy 


‘Halpern, S. L.: Ann. New York Acad, Sc. 63: 147-164 (Oct. 28) 1955. 


Sustagen’ 


Complete food, Mead Johnson 


powder 


When you prescribe Sustagen during convalescence, you 
help fulfill the critical needs of your patients for increased 
amounts of calories, protein and vitamins. ‘‘In some 
instances of acute illnesses, injury, or surgery, intensive 
nutritional therapy may be the deciding factor in the 
outcome.’’! Sustagen, because it generously suppiies 

all known essential nutrients in convenient concentrated 
form, helps speed recovery. 


\ Mead Johnson 


Symbol of service in medicine soteha 
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